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the  views  contained  in  them.  I  trust  they 
may  prove  of  interest  to  those  who  heard  them, 
and  possibly  to  others. 
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ON 

SUliaiCAL  DlAaNosiS. 


Gentlemen, — As  the  Holme  Professor  of  Clinical 
Surgery,  it  is  my  special  duty  to  instruct  you  to 
the  best  of  my  ability  in  the  diagnosis  and  treat- 
ment of  surgical  disease  and  injury.  Much  of 
my  teaching  must  necessarily  be  at  the  bedside  ; 
but  the  clinical  lecture  which  I  shall  deliver  each 
Monday  in  this  theatre  will  give  me  the  oppor- 
tunity of  commenting  more  freely  upon  the  cases 
you  will  find  in  the  wards,  than  would  be  con- 
venient before  the  patients  themselves.  The 
weekly  clinical  examination  of  actual  patients 
by  yourselves,  or,  at  least,  by  the  seniors  of  the 
class  in  your  presence  each  Friday,  will  also,  I 
hope,  help  to  train  you  in  the  diagnosis  of 
surgical  cases ;  and  I  propose  to  devote  this 
lecture  to  giving  you  some  practical  hints  on  the 
subject. 

Many  surgical  injuries  and  affections  are  so 
obvious  that  no  great  skill  is  required  for  their 
recognition  ;  but,  on  the  other  hand,  similar  out- 
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ward  appearances  may  depend  upon  very  different 
causes  ;  and  it  is  here  that  the  surgeon's  skill  in 
diagnosis  gives  him  the  advantage  in  prescribing 
appropriate  treatment.  Symptoms  may  be  con- 
veniently divided  into  "  objective  "  and  "  subjec- 
tive " ;  the  former  being  those  open  to  the 
observation  of  the  surgeon,  the  latter  those 
experienced  only  by  the  patient.  It  is  to  the 
objective  symptoms  of  disease  and  injury  that  I 
propose  to  direct  your  attention  to-day ;  for  I  do 
not  mean,  on  this  occasion,  to  bring  a  patient 
before  you,  but  simply  a  living  model  with  no 
special  ailment,  to  illustrate  some  points  in  dia- 
gnosis. 

It  must  be  your  great  object  to  cultivate  your 
eye,  hand,  and  ear ;  and  you  cannot  safely  omit 
the  use  of  any  one  of  the  three.  Practically, 
one  uses,  as  a  rule,  the  ear  first ;  because  you 
are  bound  to  hear  something  of  the  patient's  own 
account  of  his  ailment,  in  order  to  know  to  what 
part  of  his  frame  you  are  to  direct  your  atten- 
tion ;  though  you  must  not  put  too  much  trust 
in  a  patient's  own  account,  and  still  less  in  his 
diagnosis  of  his  own  malady.  Thus,  pain  re- 
ferred to  the  knee  frequently  depends  upon 
disease  of  the  hip,  and  pain  in  the  loins  from 
supposed  kidney  disease,  upon  stricture  of  the 
urethra.  The  eye  will  take  in  many  of  the 
leading  features  of  a  case  at  a  glance,  such  as 
the  general  aspect  of  the  patient,  his  mode  of 
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walking  or  stauding,  &c, ;  and,  when  the  affected 
part  is  exposed  to  view,  it  will  in  many  cases,  if 
sufficiently  practised,  complete  the  diagnosis. 
Let  me  warn  you,  however,  against  "jumping  to 
conclusions  "  too  rapidly ;  for  those  who  are 
foolish  enough  to  pride  themselves  on  rapidity  in 
diagnosis  not  unfrequently  make  mistakes,  which 
a  little  more  time  would  have  enabled  them  to 
correct.  You  can  no  more  afford  to  leave  out 
steps  when  tracing  the  nature  of  a  case  by  pro- 
gressive induction,  than  you  can  venture  to  omit 
one  or  more  tests  when  examining  a  complicated 
fluid  in  the  chemical  laboratory.  Lastly  comes 
the  hand,  which  may  require  to  be  fitted  with 
various  instruments  for  special  purposes ;  bat 
which,  in  its  simplicity,  is  the  surgeon's  most 
powerful  ally  if  properly  educated.  The  much- 
talked-of  tacf/us  eruditus  is  to  be  acquired  by  all 
who  will  take  the  trouble  to  practise  their  fingers 
in  the  manipulation  of  healthy  and  diseased  sub- 
jects, and  will,  at  the  same  time,  use  their  mental 
powers.  For,  of  course,  no  amount  of  examina- 
tion of  a  patient  will  tell  you  what  is  the  matter 
with  him,  unless  you  elaborate  the  facts  thus 
ascertained  in  a  mind  which  has  been  trained  by 
previous  study  to  comprehend  the  importance  of 
the  several  symptoms ;  and  this  is  the  reason 
why,  at  first,  beginners  must  be  at  a  disadvan- 
tage, lacking  the  experience  necessary  for  a  clear 
appreciation  of  symptoms.     You  will  find,  how- 
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ever,  that  with  a  little  help  from  the  surgeon, 
you  will  soon  begin  to  see  the  "  why  "  and  the 
"  wherefore "  of  diagnosis  and  treatment ;  and 
let  me  beg  of  you  not  to  be  afraid  of  asking 
questions- — so  long,  at  least,  as  the  questions 
are  put  for  the  purpose  of  increasing,  and  not  of 
displaying,  your  own  amount  of  information. 
One  pitfall  I  must  just  allude  to  :  and  that  is 
the  tendency  to  over-elaboration  of  a  diagnosis 
which  besets  some  men,  and  seems  to  stick  to 
them  through  life.  They  never  can  take  the 
plain  obvious  facts  of  a  case,  and  from  them 
draw  a  conclusion  ;  but  must  dig  and  delve  so 
deeply  that  they  sometimes  get,  so  to  speak, 
"  out  of  their  own  depth,"  and  never  come  up 
again  so  far  as  any  utility  to  the  patient  in 
question  is  concerned.  Superficial  carelessness 
is  bad  ;  but  too  great  profundity  is  not  much 
better. 

And  now  I  bring  before  you  a  man  with  no 
special  deformity  or  ailment,  in  order  that  I  may 
be  able  to  show  you  a  few  noteworthy  points 
which  you  can  readily  appreciate  at  a  litj;le  dis- 
tance, and  which  will  assist  you  in  studying  dis- 
ease and  injury  in  the  wards.  With  his  back 
towards  us,  you  have  the  opportunity  of  examin- 
ing a  healthy  spine  ;  and  you  may  notice  that, 
while  the  spinous  processes  are  readily  visible  in 
the  dorsal  region  (and  particularly  when  the  arms 
are  folded),  they  are  not  so  visible  in  the  lumbar, 
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and  still  less  so  in  the  cervical,  region,  where 
they  are  covered  by  muscles  and  ligaments,  the 
seventh,  or  vertebra  2yrominrns,  being  the  only 
one  really  seen  or  felt.  Here,  in  a  healthy 
adult,  we  have  the  average  anterior  and  posterior 
curves  in  the  lumbar  and  dorsal  regions  ;  but 
you  must  remember  that  in  young  children 
the  spine  is  nearly  straight,  while  in  disease  we 
may  have  great  exaggeration  of  either  curve. 
Thus,  in  the  back,  we  find  kyphosis,  or  angular 
curvature,  the  result  of  caries  of  the  vertebrae  ; 
while  in  the  loins  we  have  lordosis,  an  exaggera- 
tion of  the  healthy  curve,  and  generally  con- 
nected with  old  hip-disease.  Of  the  latter,  I 
now  place  an  example  before  you  ;  and,  of  the 
former,  there  is  an  instance  in  No.  I  Ward,  in  a 
man  whose  foot  I  removed  last  week. 

The  model  is  now  standing  at  "  attention," 
with  his  knees  straight ;  consequently,  the  two 
sides  of  his  pelvis  are  perfectly  even  ;  and  you 
see  that  a  tape  carried  between  corresponding 
points  on  the  two  sides  is  horizontal.  Let  us 
now  make  him  "  stand  at  ease,"  with  the  left 
knee  bent  and  the  foot  slightly  advanced,  and 
you  see  that  at  once  the  left  side  of  the  pelvis 
is  lowered.  But  this  is  not  all.  Corresponding 
with  the  obliquity  of  the  pelvis,  we  have  a  lateral 
deviation  of  the  spine  to  the  left  in  the  lumbar 
region  ;  and  if  the  man  could  sufficiently  relax 
his  muscles  at  the  moment,  we  should  have  a 


6 


ON  SURGICAL  DIAGNOSIS. 


curve  in  the  opposite  direction — to  the  right — 
in  the  dorsal  region.  By  placing  a  book  beneath 
the  right  heel,  and  thus  increasing  the  obliquity 
of  the  pelvis,  I  exaggerate  the  lumbar  curve ;  or, 
by  tilting  the  pelvis  in  the  opposite  direction,  I 
could  throw  the  spine  over  to  the  opposite  side. 
Of  course,  the  same  thing  holds  good  if  the 
patient  be  seated  instead  of  standing  ;  for,  by 
tilting  his  seat,  we  are  able  to  produce  a  marked 
lumbar  and  a  certain  amount  of  dorsal  curve  at 
will.  Fortunately,  we  have  here  to-day  also  a 
case  of  old  hip-disease,  in  whom  the  obliquity  of 
the  pelvis  is  well-marked,  and  the  resulting  twist 
of  the  spine  better  seen  than  in  the  healthy 
subject.  You  see,  then,  how  important  it  is  in 
any  case  of  lateral  curvature  to  ascertain  whether 
it  depends  upon  some  obliquity  of  the  pelvis  (from 
atrophy  of  one  leg  or  old  hip- disease),  or  upon 
other  causes ;  and  you  also  see  what  effect  upon 
an  existing  curve  may  be  produced,  as  has  been 
well  pointed  out  by  Mr.  Barwell,  by  raising  the 
side  of  the  pelvis  by  means  of  a  thickened  sole 
or  a  sloping  seat. 

Turning,  now,  to  the  neck  and  shoulder,  I 
pass  my  finger  along  the  clavicle,  which  is  sub- 
cutaneous, and  shows  its  curves  well  enough  in  a 
thin  muscular  subject.  The  notch  between  the 
clavicles  is  important  in  connection  with  aneurisms 
of  the  great  vessels  of  the  neck  ;  but  the  inner 
end  of  the  bone  is  very  rarely  dislocated,  except 
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by  extreiiie  violence.  The  outei-  end  of  the 
clavicle  is  continuous  with  the  acromion  process, 
and  I  now  run  the  chalk  along  them  ;  but  it  may- 
be dislocated  (as  we  have  lately  seen),  and  then 
the  flattened  end  of  the  bone  is  readily  felt  be- 
neath the  skin.  If  I  make  the  man  swing  his 
arm  round,  you  will  be  able  to  appreciate,  better 
than  you  perhaps  have  hitherto  done,  the  great 
range  of  motion  in  the  sterno-clavicular  articula- 
tion, which,  in  fact,  admits  of  "  circumduction," 
and  has  a  most  important  relation  to  the  move- 
ments of  the  arm. 

There  is  no  joint,  I  suppose,  about  which  mis- 
takes are  more  frequently  made  than  the  shoulder. 
An  "  obscure  injury  about  the  shoulder "  has 
often  damaged  a  surgeon's  reputation,  because  he 
has  not  sufficiently  studied  the  anatomy  of  the 
part  to  be  quite  sure  of  his  diagnosis  and  treat- 
ment. The  chalk-line  I  have  already  made 
marks  the  bony  arch  formed  by  the  clavicle  and 
acromion  ;  but  you  will  notice  that  the  head  of 
the  humerus  projects  beyond  this  in  front,  and 
gives  the  roundness  to  the  healthy  shoulder. 
There  is  a  hollow  immediately  behind  the  head 
of  the  humerus  and  below  the  prominent  acro- 
mion ;  and  another  in  front,  to  the  inner  side  of 
the  head,  in  which  the  coracoid  process  can  be 
more  or  less  distinctly  felt,  according  to  the 
muscularity  of  the  subject.  In  the  healthy  sub- 
ject, there  is  just  room  to  lay  the  finger  between 
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the  coracoid  process  and  the  head  of  the  bone. 
When  the  head  of  the  humerus  is  dislocated,  the 
roundness  of  the  shoulder  is  lost,  and  the  acro- 
mion stands  out  prominently  beneath  the  skin, 
with  a  dejDression  below  it ;  while  the  head  can 
be  felt  in  some  unnatural  position,  and  out  of  its 
proper  relation  to  the  coracoid  process.  The 
direction  of  the  whole  limb  is  altered  too  ;  so 
that  the  patient  cannot  place  his  hand  on  the 
ojDposite  shoulder  with  the  elbow  touching  the 
chest-wall,  as  he  can  in  health.  In  a  fracture  of 
the  neck  of  the  humerus,  the  roundness  of  the 
shoulder  is  not  lost ;  but  there  is  a  depression 
below  the  head,  which  does  not  move  when  the 
arm  is  rotated,  unless,  indeed,  the  fracture  be 
impacted.  The  two  accidents  may  be  combined  ; 
but  this  is  a  rare  complication. 

When  I  turn  the  model  with  his  back  to  you, 
and  make  him  raise  his  arm,  you  will  appreciate 
how  important  the  movements  of  the  scapula  are. 
The  deltoid  alone  can  only  raise  the  arm  to  a 
right  angle  with  the  trunk  ;  and  the  subsequent 
elevation  of  the  limb  depends  upon  a  rotation  of 
the  scapula  on  the  ribs,  so  that  the  angle  comes 
forward  to  the  margin  of  the  axilla.  The 
scapula  is  held  in  its  place  by  the  muscles  pass- 
ing from  the  spine  to  its  base,  and  by  the 
serratus  magnus.  If  these  be  paralysed,  the 
scapula  falls  forward,  and  the  power  of  the  arm 
is  greatly  lost. 
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Let  us  pass  on  to  the  elbow.  With  the  fore- 
arm bent,  you  see  at  once  the  prominent  ole- 
cranon process  of  the  ulna.  When  this  is 
broken  off  by  falls  on  the  elbow,  the  fragment  is 
drawn  up  by  the  triceps,  and  an  interval  can  be 
felt  between  it  and  the  bone,  which,  however,  is 
rapidly  filled  up  by  the  effusion  immediately 
following  any  injury  to  the  elbow-joint.  A 
much  more  common  result  of  a  fall  on  the  elbow, 
however,  is  an  injury  to  the  bursa  which  lies 
between  the  subcutaneous  triangle  of  the  ole- 
cranon and  the  skin.  In  health,  this  bursa  can- 
not be  recognised,  except  in  indi^^[duals  whose 
occupation  has  produced  enlargement  of  it — c.r/., 
miners  or  sweeps ;  for  though  it  is  technically 
called  the  "  student's  bursa,"  I  must  confess  to 
have  never  seen  an  enlargement  of  it  due  to  long 
poring  over  medical  treatises.  When  the  bursa 
is  inflamed,  it  causes  a  swelling  over  the  ole- 
cranon, which  is  evidently  quite  superficial,  and 
■does  not  mask  the  general  outline  of  the  joint, 
■as  would  be  the  case  were  the  effusion  in  the 
articulation. 

The  condyles  of  the  humerus  are  readily  felt 
in  this  thin  arm  ;  and  you  will  notice  that  the 
internal  is  the  more  prominent,  and  stands  out 
beneath  the  skin.  Immediately  behind  it  is  the 
groove  in  which  the  ulnar  nerve  lies,  as  you  may 
•ascertain  for  yourselves  by  "  twanging"  it;  and 
then  comes  the  olecranon,  with  only  just  space 
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for  the  nerve  between  tlie  bones.  This  close 
relation  of  these  two  prominent  points  of  bone 
is  of  great  service  in  the  diagnosis  of  dislocation 
of  the  forearm  ;  for,  so  long  as  they  lie  close 
together,  the  deformity  cannot  be  caused  by  a 
dislocation  of  the  ulna.  The  outer  condyle  is 
more  rounded  ;  and  immediately  below  it  is  the 
head  of  the  radius,  which  can  be  felt  rotating 
when  the  forearm  is  pronated  or  supinated.  It 
is  not  often  dislocated,  for  it  is  firmly  held  by 
ligaments ;  bub  it  is  sometimes  thrown  forward, 
and  then  prevents  complete  flexion  of  the  fore- 
arm, by  coming  against  the  front  of  the  lower 
end  of  the  humerus. 

At  the  wrist,  you  may  notice  that  the  end  of 
the  radius  is  lower  than  that  of  the  ulna,  and 
that  the  styloid  processes  of  both  bones  are  to  be 
felt.  Dislocation  of  the  carpus  from  the  radius 
is  rare ;  but  separation  of  the  lower  epiphysis  of 
the  radius  is  by  no  means  uncommon  in  young 
persons,  and  is  sometimes  mistaken  for  disloca- 
tion. The  triangular  fibro-cartilage  which  binds 
the  radius  and  ulna  together  at  the  wrist,  some- 
times becomes  displaced  in  children  who  are 
dragged  forcibly  by  the  hand,  and  then  the  little 
patient  cannot  supinate  the  forearm  and  hand;  but 
if  you  hold  the  hand  firmly,  and  then  supinate, 
you  hear  a  slight  click,  and  all  is  well.  It  is- 
well  always  to  bear  in  mind  that,  in  supination, 
the  bones  of  the  forearm  are  parallel,  and  in 


ON  SURGICAL  DIAGNOSIS. 


pronation  are  across  one  another  ;  so  that  supina- 
tion is  the  posture  in  which  fractured  bones  of 
the  forearm  should  be  set,  although  it  is  con- 
venient, when  the  bones  are  firmly  held  by  splints, 
to  turn  the  thumb  upwards — i.e.,  to  place  the 
hand  midway  between  pronation  and  supination. 

In  the  hand,  I  need  only  point  out  that  the 
superficial  palmar  arch  does  not  correspond  pre- 
cisely to  any  one  of  the  lines  in  the  skin  of  the 
palm ;  but  its  convexity  reaches  generally  to 
the  middle  one  of  the  three,  while  the  deep  arch 
is  much  nearer  the  wrist.  The  bifurcation  of 
the  digital  arteries  is  between  the  heads  of  the 
metacarpal  bones,  and  about  midway  between  the 
line  to  which  I  have  referred  and  the  web  of 
the  fingers ;  so  that  incisions  should  always  be 
made  in  the  line  of  the  fingers,  and  not  between 
them.  As  you  may  have,  early  in  your  career, 
to  amputate  a  crushed  finger,  I  would  remind 
you,  also,  that  the  prominence  of  each  knuckle 
is  formed  by  the  proximal  bone  of  the  articula- 
tion ;  and  that  the  joint  through  which  the  knife 
must  pass  is  below  this  in  every  case. 

Descending  to  the  groin,  you  see  that  the 
fold  of  the  groin  corresponds  to  Poupart's  liga- 
ment ;  and  an  inguinal  hernia  is  above,  while  a 
femoral  hernia  is  below,  this  line — at  least  at 
first.  Of  course,  a  large  inguinal  hernia  will 
descend  into  the  scrotum,  and  a  large  femoral 
hernia  may  turn   up  over   Poupart's  ligament, 


12 


ON  SURGICAL  DIAGNOSIS. 


and  closely  simulate  the  inguinal  variety.  But 
you  ought  to  have  little  difficulty  in  distinguish- 
ing them  if  you  will  invaginate  a  piece  of 
scrotum  (or  labium  in  the  female)  on  the  fore- 
finger, as  you  see  me  doing,  so  as  to  carry  the 
finger  into  the  external  abdominal  ring.  This 
will  enable  you  to  settle  at  once  whether  the 
protrusion  has  taken  place  through  the  inguinal 
canal  or  not.  Let  me  also  remind  you  always  to 
ascertain  the  presence  of  two  testicles  in  the 
scrotum ;  for  an  undescended  testis  may  closely 
resemble  a  hernia,  especially  if  inflamed. 

The  pelvis  is  so  firmly  bound  together  that  a 
dislocation  of  one  of  the  innominate  bones  can 
only  be  produced  by  extreme  violence  ;  but 
disease  of  the  sacro-iliac  joint  is  by  no  means 
uncommon,  though  often  overlooked ;  and  one 
leading  symptom  is  lameness,  which  is  erro- 
neously referred  to  the  hip-joint.  But  if  I  make 
the  man  before  us  stand  on  one  leg,  you  will  see 
at  once  how  the  whole  weight  of  the  body  falls 
upon  the  corresponding  sacro-iliao  joint  while  he 
is  throwing  the  other  leg  forward ;  and  it  is  this 
which  gives  rise  to  the  pain,  and  prevents  the 
walking  of  a  sufferer  from  sacro-iliac  disease. 
Taking  this  man,  who  has  a  healthy  pelvis,  I 
may  compress  his  two  innominate  bones  without 
giving  any  pain  ;  but  a  woman  who  has  recently 
had  a  severe  labour,  and  has,  perhaps,  incipient 
sacro-iliac   mischief,  will  cry  out  at  any  such 
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rough  treatment,  though  the  steady  support  of  a 
good  pelvic  belt  would  give  her  great  comfort, 
and  restore  her  powers  of  locomotion. 

The  hip-joint  in  health  is  freely  movable  in 
all  directions,  as  you  see,  and  independently  of 
the  pelvis  ;  but,  the  moment  the  joint  is  inflamed, 
the  muscles  instinctively  contract,  and  fix  the 
joint  to  some  extent ;  and  then,  when  the  limb  is 
moved,  it  carries  the  pelvis  with  it.  This  man's 
back  is  naturally  more  curved  than  a  child's ; 
but  even  in  him,  if  I  make  him  lie  flat  on  the 
table,  you  will  see  that  the  thigh  can  be  fully 
extended  without  tiltiug  up  the  pelvis,  and  so 
increasing  the  curve  of  the  lumbar  spine.  In  a 
child,  whose  back  is  naturally  flat  on  the  table, 
the  efiect  of  early  hip-disease  is  readily  seen  (as 
I  have  frequently  demonstrated  to  many  of  you)  ; 
for  the  attempt  to  bring  the  thigh  down,  at  once 
elevates  the  pelvis,  and  causes  that  curvature  of 
the  lumbar  spine  which,  in  old  hip-disease,  be- 
comes permanent. 

The  prominence  of  the  great  trochanter  will 
vary  in  different  individuals,  according  to  the 
muscularity  of  the  buttock  and  the  length  of  the 
neck  of  the  femur  ;  and  it  is  important,  there- 
fore, to  compare  the  two  sides  in  every  case  of 
suspected  disease  or  injury.  The  head  of  the 
femur  can  be  indistinctly  felt  on  deep  pressure, 
either  in  front  of  or  behind  the  trochanter ;  and, 
in  health,  the  two  move  together  ;    for  if  the 
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troclianter  can  be  freely  moved  by  rotating  the 
femur  without  affecting-  the  head  of  the  bone,  it 
is  clear  that  the  neck  must  be  broken.  The 
length  of  the  neck  will  very  much  affect  the 
power  of  rotating  the  limb  ;  thus,  if  the  neck  be 
shortened,  either  by  an  impacted  fracture  or  the 
absorption  of  old  age,  the  arc  in  which  the  upper 
part  of  the  thigh  moves  will  be  found  to  be  much 
smaller  than  in  health.  When  I  stretch  a  tape 
from  the  anterior  superior  spine  of  the  ilium  to 
the  tuberosity  of  the  ischium,  you  see  that,  in 
health,  it  touches  the  top  of  the  greater  tro- 
chanter ;  now,  if  the  bone  were  dislocated  or  the 
neck  broken,  the  trochanter  would  be  above  or 
below  this  line,  which  is  commonly  called 
Nelaton's  line. 

When  the  knee  is  extended,  you  see  the  patella 
forming  a  prominence  in  front  of  the  femur  ;  but, 
when  the  joint  is  flexed,  it  sinks  into  the  hollow 
between  the  condyles.  With  the  leg  fully  ex- 
tended and  the  muscles  relaxed,  there  is,  as  you 
can  prove  in  your  own  limbs,  considerable  lateral 
movement  of  the  patella  possible  in  the  healthy 
joint ;  and  the  mistake  is  sometimes  made  of 
attributing  this  mobility  to  the  presence  of 
synovial  effusion.  When  fluid  is  poured  into  the 
knee-joint,  however,  not  only  does  the  patella 
float  so  as  to  be  freely  movable  in  any  position 
of  the  limb,  but  the  synovial  pouches  on  each 
.side  of  and  above  the  patella  are  distended,  and 
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sive  the  characteristic  roundness  to  the  knee. 
If  one  kneels  clown  on  a  flat  surface,  and  par- 
ticularly if  the  body  be  bent  forward,  as  in 
scrubbing  a  floor,  the  patella  and  the  bursa 
between  it  and  the  skin  are  exposed  to  consider- 
able pressure ;  and  hence  the  chronic  enlarge- 
ment of  that  bursa,  termed  "  housemaid's  knee," 
which  causes  a  globular  swelling  in  front  of  the 
joint,  altogether  different  from  that  of  eff*usion. 
Kneelers  on  hassocks  or  foot-boards  do  not  run 
any  risk  of  the  housemaid's  fate  ;  for  the  pressure 
in  their  case  comes  on  the  tubercle  of  the  tibia, 
and  the  bursa  between  it  and  the  ligamcnhmi 
patella'  would  suffer  if  the  pressure  were  sufii- 
ciently  prolonged.  In  falling  with  the  knee 
bent,  the  patella  reaches  the  ground  first  and 
receives  the  force  of  the  impact,  which  may 
simply  bruise  or  cut  open  the  biu'sa ;  or,  if  very 
severe,  may  "star"  the  patella  itself.  The 
transverse  fracture  of  the  bone  is  produced 
through  the  effbrt  of  the  patient  to  save  himself, 
by  which  the  great  extensor  muscles  catch  the 
bone  across  the  condyles,  and  either  break  it  or 
rupture  the  ligament  ;  then  the  upper  fragment 
is  drawn  up  in  front  of  the  femur,  and  a  space  is 
left  in  which  the  condyles  can  sometimes  be  felt, 
as  in  a  patient  recently  in  the  wards. 

With  the  knee  flexed,  the  rounded  outlines  of 
the  condyles  can  be  readily  felt  resting  on  the 
top  of  the  tibia ;  and  a  little  distance  below  the 
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outer  condyle  can  be  seen  the  head  of  the  fibula 
— which  bone,  let  me  remind  you,  does  not  enter 
into  the  formation  of  the  knee-joint.  The  ex- 
istence of  the  semilunar  fibro-cartilages  between 
the  femur  and  tibia  is  hardly  appreciable  in 
health ;  but  their  existence  must  not  be  for- 
gotten, as  occasionally,  in  violent  wrenches  of 
the  knee,  one  of  them  becomes  displaced,  giving 
rise  to  extreme  pain  and  inability  to  use  the 
joint,  which  are  most  satisfactorily  treated  (as 
also  are  dislocations  of  the  patella)  by  a  little  of 
that  judicious  violence  for  which  bone-setters  " 
have  a  reputation. 

At  the  ankle,  we  see  at  once  the  prominences 
of  the  two  malleoli,  between  which  the  astragalus 
fits  closely  when  the  foot  is  at  right  angles  to 
the  leg,  less  so  when  the  foot  is  pointed  ;  so 
that,  in  this  position,  some  amount  of  lateral 
movement  of  the  foot  is  possible.  The  fibula  is 
altogether  posterior  to  the  tibia,  and  its  malleolus 
is  longer  than  the  internal.  The  lower  third  of 
the  fibula  is  subcutaneous,  and  its  fracture  (Pott's 
fracture)  is  therefore  readily  recognised.  The 
tendons  of  the  various  muscles  surround  the 
ankle-joint ;  but  the  only  one  to  which  I  need 
call  your  attention  is  the  tendo  Achillis  at  the 
back,  in  which,  when  ruptured,  the  division  is 
readily  both  felt  and  seen.  When  I  flex  the 
knee  and  point  the  toes,  you  can  see  how  com- 
pletely the  muscles  of  the  calf  are  relaxed  ;  and 


ON  SURGICAL  DIAGNOSIS, 


17 


tthis  is  an  important  point  in  the  treatment  of  a 
I  divided  tendon,  or  of  a  dislocation  of  the  foot,  or 
.of  an  oblique  fracture  of  the  tibia. 

The  prominences  of  the  foot  are  chiefly  im- 
iportant  as  guides  to  the  amputations  ;  thus,  the 
I  tuberosity  of  the  scaphoid  on  the  inner  side  marks 
!the  transverse  tarsal  joint,  or  site  of  Chopart's 
;  amputation  ;  whilst  the  base  of  the  first  meta- 
t  tarsal  on  the  inner  and  the    prominent  fifth 
metatarsal  bone  on  the  outer  side,  mark  the 
;  position  of  Hey's  amputation.     The  metatarso- 
phalangeal joint  of  the  great  toe  is  not  unfre- 
■  quently  diseased  through  gout,  or  the  pressure  of 
boots  which  have  developed  a  bunion  ;  and  other 
toes   ai-e  not  unfrequently  deformed   from  the 
same  cause.    The  only  surgical  point  with  regard 
to  the  toes  which  I  need  mention  is  that  the  base 
of  the  first  phalanx  is  more  expanded  and  more 
deeply  placed  than  young  operators  are  apt  to 
imagine. 

I  have  thus  run  briefly  through  on  the  living 
body  the  more  salient  points  which  it  is  impor- 
tant for  you  to  recognise  thoroughly  in  health, 
before  attempting  to  treat  disease  ;  and,  in  future 
lectures,  I  shall  have  to  direct  your  attention  to 
matters  regarding  which  the  knowledge  acquired 
to-day  will  be  of  service  in  enabling  you  to  recog- 
nise deviations  from  the  standard  of  health. 


ON 

SAOllO-lLIAC  DISEASE. 


Thk  disease  of  wliicli  I  am  about  to  speak  to- 
day, gentlemen,  is  one  wliicli,  perhaps,  is  not 
very  common ;  but  in  fact  it  is  only  of  late  years 
that  it  has  been  recognised.  It  may  be  of  some 
interest  in  the  history  of  the  disease  for  you  to 
know  that  the  first  systematic  description  of  it 
was  given  in  this  hospital  by  Mr.  Erichsen,  in  a 
clinical  lecture  which  was  published  in  the 
Lancd^  in  January  1859.  Since  that  time,  of 
course,  the  attention  of  surgeons  has  been  drawn 
to  the  disease ;  and,  therefore,  you  will  find  that 
by  most  modern  writers  mention  is  made  of  it. 
I  have  had  a  few  cases  of  sacro-iliac  disease  in 
the  hospital  lately. 

The  first  case  was  in  a  man  who  was  in  the 
hospital  last  year.  He  was  admitted  in  May  into 
the  medical  wards,  under  the  care  of  Dr.  Reynolds, 
for  sciatica ;  but,  an  abscess  developing  about 
the  pelvis,  I  was  asked  to  see  him  some  weeks 
afterwards ;  and  I  then  diagnosed  that  he  was 
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sufiering  from  sacro-iliac  disease,  so  that  my  notes 
begin  from  that  date,  and  I  will  give  you  a  brief 
sketch  of  the  history  of  the  case  from  the  report 
of  the  ward-clerk. 

The  patient  had  been  a  soldier,  and  had  beezi 
to  India,  where  he  had  had  dysentery,  dengue 
fever,  ague,  &c.  While  in  India,  he  also  had  an 
abscess  in  the  perina3um. 

Pirsrnt  Ill/U'ss. — About  the  end  of  January  or 
the  beginning  of  February  (the  patient  does  not 
recollect  the  exact  date),  he  was  going  upstairs  to 
bed,  after  having  been  out  for  a  short  walk,  and 
was  seized  with  a  sudden  and  sharp  pain  at  the 
back  of  the  left  hip,  and  was  unable  to  move  for 
some  few  luinutes,  after  which  time  he  managed 
to  crawl  up  to  bed,  where  he  remained  for  two 
days.  The  same  evening  he  sent  for  a  doctor, 
who  gave  him  some  medicine,  and  a  lotion  to 
apply,  and  told  him  on  the  third  day  that  he 
would  be  better  if  he  could  o-et  about  a  little. 
He  left  his  bed  that  day,  and  was  able  to  move 
from  one  place  to  another  with  the  aid  of  two 
sticks. 

On  May  5th,  1875,  he  was  admitted,  under 
the  care  of  J)r.  lieynolds,  with  sciatica.  The 
pain  was  so  great  that  he  was  ordered  hypo- 
deraiic  injections  of  morphia  every  night.  The 
patient  complained  of  pain  at  a  point  on  a  level 
with  and  behind  the  great  trochanter.  The 
nature  of  the  pain  was  continuous,  with  an 
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occasional  shooting.  There  was  great  tender- 
ness downwards  in  the  direction  of  the  great 
sciatic  nerve,  which  tenderness  reached  also 
round  the  loins.  The  patient  could  not  stand 
well  on  the  left  leg,  which  seemed  weaker  than 
the  right.  There  was  a  slight  swelling  in  the 
position  of  the  left  sacro-iliac  articulation,  which 
was  first  noticed  on  July  5th.  The  swelling  was 
regular,  ovoid,  iiuctuating,  and  very  tender  on 
pressure.  There  was  a  slight  curvature  of  the 
lumbar  spine  to  the  left  side.  The  patient  was 
thin  and  considerably  emaciated,  pale,  and 
anaemic.  He  lay  on  the  right  side,  with  the  left 
hip  flexed  at  a  right  angle,  because  this  position 
was  the  most  comfortable  for  him ;  he  could, 
however,  also  lie  on  the  left  side.  There  was  no 
irregularity  of  the  spine  ;  but  on  the  left  side, 
opposite  the  two  lower  lumbar  vertebrge  and  the 
upper  part  of  the  sacrum,  there  was  very  gi'eat 
tenderness  ;  and,  immediately  to  the  left  side  of 
this,  there  was  a  swelling  extending  outwards 
four  inches,  and  three  and  a  half  inches  from 
above  down.  Fluctuation  was  superficial,  and 
there  was  considerable  tenderness  over  the  swell- 
ing. There  was  distinct  impulse  on  coughing. 
The  tumour  was  dull  on  percussion.  A  very 
slight  tap  on  the  crest  of  the  left  ilium  caused 
very  considerable  pain,  which  he  referred  to  a 
line  corresponding  to  the  left  iliac  synchondrosis. 
No  abscess  could  be  detected  in  the  groin  along 
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the  course  of  the  iliacus  iiiuscle.  The  move- 
ments of  the  hips  were  free,  and  caused  no  pain, 
except  when  extreme  flexion  or  rotation  was 
practised,  and  then  the  pain  was  referred  to  the 
side  of  the  sacrum.  Tapping  the  great  trochanter 
or  the  heel  produced  pain  of  the  same  kind. 
There  was  considerable  wasting  of  the  left  lower 
limb.  The  patient  could  stand,  and  walk  with 
the  aid  of  two  sticks.  Standing  on  the  right  leg 
only  could  be  managed  without  much  difficulty, 
but  it  was  almost  impossible  for  the  patient  to 
stand  on  the  left  leg.  On  his  admission  into 
Ward  I,  Mr.  Heath  ordered  a  broad  bandage 
and  plaster  to  be  applied  tightly  to  the  hips,  so 
as  to  keep  the  pelvis  firm. 

On  July  r  8th,  another  swelling  was  noticed 
about  the  size  of  an  egg,  communicating  with 
the  first  one.  In  this,  as  in  the  other,  there 
was  a  distinct  impulse  on  coughing. 

duly  24th.  The  swelling  had  increased  in  size. 
The  pain  in  the  back  was  still  very  bad. 

-July  27th.  The  patient  was  aspirated  to-day, 
and  about  half  an  ounce  of  thick  creamy  pus  was 
withdrawn.  (Collodion  and  lint  were  applied, 
and  strapping. 

July  30th.  The  swelling  had  increased  in  size, 
and  was  nearly  the  same  as  before. 

August  19th.  The  patient  was  aspirated  again 
to-day,  and  was  discharged  with  a  tight-fitting 
belt. 
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Now,  here  we  have  a  clear  history  of  the 
symptoms  of  the  man  at  the  time  he  was  ad- 
mitted ;  and  let  me  particularly  draw  your  atten- 
tion to  the  fact  of  his  being  unable  to  stand  on 
the  affected  side,  though  you  must  remember 
that  we  have  other  diseases  which  prevent  the 
patient  from  standing  on  the  affected  side.  He 
had  wasting  of  the  left  hip  and  thigh,  which 
was  simply  due  to  his  not  using  the  limb.  Any 
limb  will  waste  if  you  do  not  use  it,  so  you  must 
not  lay  too  great  stress  upon  atrophy  as  a  sign 
of  disease. 

This  case  was,  comparatively,  easy  to  diagnose. 
There  was  a  well-marked  abscess  at  the  time 
when  I  saw  the  patient,  and  on  pressing  the 
two  ilia  together  the  man  complained  of  con- 
siderable pain  over  the  sacro-iliac  joint.  The 
abscess  was  aspirated  more  than  once,  and  I  had 
the  man  fitted  with  a  belt,  and  eventually  he  was 
able  to  leave  the  hospital  in  a  fairly  comfortable 
state ;  so,  although  his  stay  in  the  hospital  was 
rather  a  long  one,  he  went  out  in  a  favourable 
condition.  I  have  not  heard  anything  of  him 
since,  but  I  dare  say  I  should  have  done  so  if  he 
had  not  gone  on  well. 

The  second  case  was  that  of  a  woman,  who 
was  admitted  for  the  second  time  last  year.  She 
was  under  my  care  three  years  ago,  because  then 
she  had  a  swelling  of  the  rifiht  iliac  fossa,  which 
was  aspirated,  and  thirteen  ounces  of  fluid  were 
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withdrawn.  Although  I  tested  her  for  sacro-iliac 
disease  then,  I  could  not  detect  any.  She  went 
out,  and  remained  without  any  particular  ailment 
until  she  was  re-admitted.  And  then  there  is 
this  curious  point  in  this  case — viz.,  there  was  a 
history  of  previous  illness  ten  or  twelve  years  ago, 
when  she  suffered  from  fistula,  and  two  pieces  of 
bone  were  taken  away. 

Condition  on  Admission,  September  26th, 
1875.  —  In  the  left  iliac  fossa,  j  ust  above 
Poupart's  ligament  and  over  the  iliac  artery, 
was  a  very  hard,  round  swelling,  of  the  size  of  a 
small  orange.  It  was  fixed  to  the  iliac  fossa  and 
did  not  pulsate.  The  upper  edge  was  distinctly 
rounded,  and  the  margin  could  be  felt  all  round. 
It  was  very  tender.  The  patient  complained  of 
a  sharp  cutting  pain  over  the  abdomen  and  down 
the  thigh.  She  was  not  anaemic,  and  was  fairly 
nourished.  There  was  no  tenderness  over  the 
spine,  nor  at  the  sacro-iliac  synchondrosis. 

I  tested  her  for  tenderness,  imagining  that 
there  might  be  caries  and  abscess  connected  with 
diseased  vertebra?  ;  and  I  may  say  that  the  case 
was  complicated  by  her  having  a  fibrous  tumour 
of  the  uterus,  which  I  got  Dr.  Williams  to  ex- 
amine. 

October  21st.  Outside  the  lump  above  de- 
scribed, there  was  a  soft,  rounded,  distinctly 
fluctuating  swelling,  which  had  gradually  in- 
creased during  the  last  three  or  four  days.  In 
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the  afternoon,  I  drew  off  seven  and  a  half  ounces 
of  thick  greenish  pus,  without  odour.  She  had 
some  little  fever  after  that. 

November  27th.  I  again  aspirated,  and  drew 
off  about  eight  ounces  of  pus  from  the  left  iliac 
fossa. 

December  1 5th.  The  patient  complained  of 
pain  in  the  back  ;  and  said  that,  when  she  put 
her  heel  to  the  ground,  she  felt  as  if  a  knife 
were  run  into  her  over  the  sacro-iliac  synchon- 
drosis. This  was  the  first  time  she  complained 
of  the  characteristic  pain  of  sacro-iliac  mis- 
chief 

January  28th.  The  patient  had  the  abscess  in 
the  left  iliac  fossa  aspirated,  and  eight  and  a 
half  ounces  of  pus,  with  a  little  blood,  were 
withdrawn. 

February  loth.  Just  inside  the  anterior 
superior  iliac  spine,  on  the  left  side,  was  a  swell- 
ing as  large  as  a  pigeon's  egg,  fluctuating,  be- 
coming tense  on  extending,  and  relaxed  on  flex- 
ing the  thigh.  By  pressure  in  the  iliac  fossa, 
the  swelling  was  made  decidedly  tense.  She 
complained  of  startings,  pain,  grating  in  walking, 
and  had  very  little  control  over  her  limbs.  After 
that,  she  had  a  pelvic  band  fitted  on,  consisting 
of  two  bands  passing  round  the  pelvis  and  fasten- 
ing on  a  broad  pad  in  front  of  the  pubes,  with 
elastic  bands  passing  round  the  thighs,  and  fas- 
tening to  the  pad  in  front.     Subsequently,  she 


ON  SACKO-ILIAC  DISEASE. 


25 


was  discharged  without  any  farther  tapping,  and 
went  to  Walton. 

She  applied  here  again  last  July,  wishing  to 
be  tapped ;  for  the  abscess  had  refilled.  Find- 
ing that  I  was  going  out  of  town,  she  said  she 
would  not  come  in  then,  but  would  wait  till  I 
returned.  When  I  came  back  in  September,  she 
called  here  to  tell  me  that  the  abscess  had 
entirely  disappeared ;  that  it  had  discharged 
from  the  rectum.  I  examined  her,  and  there 
was  nothing  to  be  felt.  Fortunately  for  her,  no 
gas  found  its  way  from  the  rectum  into  the 
abscess. 

The  third  case  is  one  that  is  now  in  the  ward. 
The  patient  came  here  because  she  was  lame,  and 
we  were  told  nothing  more  than  that ;  and  being 
exceedingly  deaf,  it  was  rather  difficult  to  make 
out  anything  from  her  at  the  time.  I  examined 
the  patient  in  her  clothes,  and  found  nothing  wrong 
with  the  hip-joint,  and  did  not  detect  anything 
more  then  ;  but  Mr.  Gould  called  my  attention 
next  day  to  a  considerable  abscess  in  the  left  iliac 
fossa,  which  abscess,  somewhat  unusually  I  think, 
took  its  course  down  the  psoas  muscle.  The 
history  of  this  last  case  is  rather  obscure,  but  it 
is  this. 

Lucretia    A  ,    aged   twenty-five,  single 

woman,  was  admitted  September  i8th,  1876. 
For  nearly  six  months  past  she  had  felt  pain  in 
her  left  groin,  and  also  across  her  loins,  especially 
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after  standing  or  walking  for  any  length  of  time. 
The  pain  was  always  greatest  towards  evening, 
but  was  relieved  by  lying  down.  Three  months 
ago  she  noticed  a  swelling  on  the  inner  side  of 
her  left  thigh,  which  increased  in  size  towards 
evening.  She  often  felt  pain  right  down  her 
leg,  and  could  not  bear  to  walk  far.  She  said 
her  leg  became  stiff  when  she  attempted  doing 
so.  She  had  never  had  rheumatism,  nor  been 
injured  in  any  way  that  she  was  aware  of.  Two 
years  ago,  she  said,  her  abdomen  and  legs  were 
very  much  swollen,  her  bowels  were  confined  for 
a  week,  and  she  passed  no  urine  for  a  fortnight  (?). 
She  had  been  out  of  health  for  the  last  two  or 
three  years,  but  she  did  not  complain  of  anything 
in  particular. 

.  Present  State. — The  patient  complained  of  con- 
stant pain  just  above  the  left  ilium,  which  pre- 
vented her  from  walking.  Percussion  of  the 
trochanter  or  heel,  and  forcible  rotation  of  the 
femur,  were  said  to  give  pain.  There  was  dis- 
tinct fulness  above  Poupart's  ligament,  and  out- 
side the  line  of  vessels,  with  distinct  fluctuation 
transmitted  from  this  to  below  Poupart's  liga- 
ment outside  the  vessels ;  also  fluctuation  was 
distinctly  felt  on  the  inner  side  from  the  iliac 
fossa  to  the  inner  side  of  the  vessels.  The  hip- 
joint  could  not  be  placed  absolutely  straight,  and 
was  kept  very  slightly  flexed.  There  was  no 
prominence  of  any  vertebra.     Percussion  over 
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the  first  and  second  lumbar  vertebra;  caused  pain. 
She  complained  of  pain  on  pressure  on  the  ilia. 
There  was  no  shortening  of  the  limb. 

October  8th.  I  aspirated,  and  about  three  ounces 
of  creamy  pus  were  withdrawn.  What  we  have 
done  in  this  case  was  to  fit  the  patient  with  a 
belt  and  tap  the  abscess.  The  belt  which  I  have 
fitted  consists  of  two  pads  pressing  on  the  pubes, 
the  straps  passing  twice  round  the  body,  with 
perinatal  bands  which  keep  it  from  riding. 

Now  we  will  pass  on  to  the  symptoms  and 
nature  of  the  disease.  Take  a  case  of  pain  about 
the  region  of  the  hips,  what  are  the  symptoms 
which  w'ould  lead  you  to  conclude  that  it  was 
sacro-iliac  and  not  hip  disease  ?  First,  motion 
is  limited  in  hip  disease,  you  cannot  move  the 
thigh  freely  because  the  muscles  prevent  it ;  but 
in  sacro-iliac  disease,  if  you  take  the  precaution 
to  fix  the  pelvis,  yon  will  find  that  you  will  be 
enabled  to  get  all  the  movements  of  the  hip. 
When  the  patient  stands  the  diseased  seems  to 
be  a  little  longer  than  the  healthy  side  ;  and  if 
you  examine  carefully,  you  will  find  that  the 
lengthening  is  real  lengthening  ;  that  the  anterior 
superior  spine  is  a  little  lower  down  than  on  the 
opposite  side. 

In  looking  over  Professor  Sayre's  Lcctitre^^  on 
Ortliopcedic  Suvfiery,  I  find  he  has  given  a  couple 
of  drawings  of  sacro-iliac  disease.  The  point 
they  show,  as  you  will  see,  is  the  wasting  of  tlie 
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buttock,  and  that  the  patient's  body  is  thrown  to 
the  healthy  side,  the  object  of  the  patient  being 
to  take  the  weight  off  the  affected  side.  There 
is  no  doubt  about  this,  and  it  is  important  to 
remember  that  the  patient  throws  his  body  to  the 
side  opposite  to  the  disease. 

Abscess  may  form  either  in  the  iliac  region, 
or  behind  in  the  sacral  region,  or  you  may  have 
it  taking  the  place  of  psoas  abscess.  It  is  very 
important  that  you  should  make  out  the  nature 
of  the  abscess  at  once,  because  of  the  treatment. 
You  know  you  may  have  abscess  around  the 
cascum — perityphlitic  abscess,  from  inflammation 
about  the  cascum — and  this  occurs  only  on  the 
right  side  ;  but  on  either  side  you  may  have 
abscess  connected  with  the  kidney,  and  it  may 
be  very  difficult  to  tell  by  the  symptoms  whether 
it  be  due  to  sacro-iliac  disease  or  to  kidney. 
You  may  have  abscess  connected  with  hip-joint 
disease,  and  if  you  see  the  patient  in  the  earlier 
stage  you  might  mistake  it  for  sacro-iliac  disease. 
You  may  have  abscess  from  diseased  vertebra^  in 
the  lumbar  region,  or  disease  in  the  iliac  fossa 
itself;  and  you  must  not  conclude,  therefore,  that 
it  is  sacro-iliac  disease  because  of  the  abscess 
alone.  The  best  diagnostic  point  is  the  pain 
pi'oduced  by  firmly  pressing  the  innominate  bones 
together,  or  striking  the  two  iliac  crests  with  the 
balls  of  the  thumbs.  The  patient  suffering  from 
sacro-iliac  disease  complains  immediately,  as  a 
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irule,  aud  refers  tlie  pain  to  the  affected  joint. 
^In  some  cases,  however,  pressing  the  parts  toge- 
Ither  is  not  sufficient,  and  it  is  well  then  to  try  and 
(draw  the  bones  asunder,  which  will  almost  cer- 
ttainly  show  whether  there  is  a  tender  joint  or  not. 

Hilton  has  called  attention  to  the  fact,  that 
tthe    obturator  nerve  passing  from  the  pelvis 

•  through  the  obturator  foramen  down  the  thigh, 
:may  cause  pain  on  the  inner  side  of  the  thigh 

•  during  sacro-iliac  mischief.  I  mention  it  here, 
!  and  give  his  authority,  because  I  do  not  happen 
'to  have  a  case  to  illustrate  the  point. 

With  regard  to  the  cause  of  sacro-iliac  disease, 
I  may  tell  you  that  the  first  case  I  ever  saw  was 
in  a  young  woman  who  had  had  children  very 
rapidly ;  and  I  believe  this  is  a  very  common 
cause.  You  will  find  that  a  weak  woman  has  a 
child  with  a  large  head,  and  there  is  some  diflS- 
culty  in  the  head  passing  at  the  time  of  birth, 
and  the  mother  is  ailing  and  lame  when  she 
begins  to  get  about. 

Another  cause  is  injury.  Sayre  says  that  he 
has  met  with  it  in  children,  but  I  have  never  seen 
a  case.  You  may,  however,  trace  it  sometimes  to 
direct  injury,  as  we  found  in  that  man  who  had  a 
fall  upstairs.  I  am  quite  sure  too  I  have  seen 
pain  in  the  joint  connected  with  gout.  Only  a 
few  weeks  ago,  a  gentleman  came  to  me  for  pain 
in  the  back,  for  which  he  had  had  the  routine 
treatment  for  lumbago,  and,  as  a  last  resource,  I 
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struck  his  pelvis,  which  caused  pain.  He  was  a 
very  gouty  subject,  and  I  then  knew  that  he  was 
suffering  from  a  little  gout  in  that  joint.  I  put 
him  on  alkaline  remedies  and  gave  him  a  belt, 
with  complete  relief. 

Treatment.— The  great  point,  I  believe,  is  to 
secure  perfect  rest ;  and  the  reason  I  say  so  is, 
becaiTse  I  have  proved  it  experimentally,  and  be- 
cause I  can  show  you  here  specimens  of  recovery 
from  sacro-iliac  disease.  If  we  keep  the  joint 
quiet  we  get  ankylosis  ;  that  is,  growing  together 
of  the  two  surfaces  of  the  joint. 

I  have  here  some  bones  showing  the  results  of 
the  disease.  Here  is  a  joint  where  there  is  per- 
fect ankylosis  ;  here  is  another,  which  is  not 
quite  ankylosed ;  and  here  is  a  third,  where  the 
sacro-iliac  joint  is  not  only  ankylosed,  but  there 
is  ankylosis  of  the  bodies  of  some  of  the  vertebra? 
as  well.  Seeing  that  we  have  here  a  metliod  of 
cure,  we  must  assist  nature  by  keeping  the  joint 
perfectly  at  rest,  and  the  difficulty  is  in  doing 
that,  because  you  will  observe  that  you  should 
not  keep  the  hip  quiet,  but  only  the  pelvis.  !Mr. 
Huxley  made  me  a  belt  (Fig.  i),  which  answers 
very  well.  The  j^ad  over  the  pubes  and  the  straps 
going  round  the  pelvis  keep  it  firm,  and  do  not 
interfere  with  the  patient's  movements,  but  in 
applying  it  it  is  essential,  first  of  all,  to  buckle 
up  the  two  perinasal  straps  in  order  to  keep  the 
belt  thoroughly  in  position. 
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Is  any  operative  proceeding  necessary  ?  Mr. 
tEriclisen  does  not  approve  of  operative  interfer- 
eence,  but  recommends  simply  opening  the 
iiabscess.    Bryant  speaks  of  having  more  than 


Fig.  I. 


conce  opened  the  sacro-iliac  joint  and  removed 
(.diseased  bone,  but  I  have  never  met  with  a  case 
rrequiring  such  treatment.*  I  see  that  Sayre, 
:too,  speaks  somewhat  in  the  same  way.  He 
^says  here :  "If  the  disease  has  progressed,  and 
-suppuration  becomes  established,  then,  instead  of 
I  cauterisation,  lay  the  parts  open  freely,  passing 
idown  until  you  have  laid  the  joint  bare,  and  if 
:the  probe  detects  dead  bone  anywhere,  follow  it 
lup  by  freely  laying  the  sinuses  open,  or  make 
'Counter-openings,  and  gouge  it  out,  for  it  must 
Ibe  removed  before  the  patient  can  get  well."  He 
also  recommends  extension  and  counter-extension, 

*  Since  this  lecture  was  delivered  I  have  had  occasion  to 
lay  open  a  sacro-iliac  joint  with  the  best  resnlts. 
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but  I  do  not  think  extension  is  necessary.  Sayre 
also  says,  "  If  the  case  is  one  of  long  standing, 
and  there  is  more  or  less  deposit  in  and  about 
the  joint,  or  if  the  inflammation  does  not  readily 
subside,  application  of  the  actual  cautery  directly 
over  the  sacro-iliac  articulation  will  be  of  the 
gi'eatest  service  " ;  but  I  cannot  recommend  the 
treatment  from  my  own  experience. 

I  believe  the  great  secret  of  treatment  is,  to 
take  the  cases  early,  and  not  to  treat  them  by 
extension  and  counter-extension,  but  to  lock  the 
parts  thoroughly  together.  Our  object  is  to 
give  the  patient  rest,  which  I  do  not  think  he 
will  get  by  pulling  at  the  limbs,  for  it  must  be 
remembered  that  we  are  not  dealing  with  a  joint 
in  which  the  articular  surfaces  can  be  separated. 
I  have  proceeded  on  this  plan,  and  I  must  say 
that  our  cases  have  done  very  well. 


ON 


DISEASES  OF  THE  TONGUE. 


]I  PURPOSE  to-day  to  speak  of  the  diseases  of  the 
ttongue.  Of  course  the  tongue  is  constantly  looked 
:at  simply  as  an  index  of  disease  elsewhere;  and, 
iso  far  as  that  is  concerned,  I  do  not  purpose  to 
(deal  with  it  to-day,  but  to  confine  my  observations 
tto  the  surgical  diseases  of  the  tongue.  I  think 
}you  will  find  that  the  simplest  way  to  consider 
tthese  will  be  under  three  heads — namely,  the  in- 
tflammatory  affections  of  the  tongue,  the  ulcerations 
cof  the  tongue,  and,  lastly,  deposits  in  the  tongue. 
(Of  course  you  will  find  the  diseases  of  the  tongue 
L  given  differently  by  different  authors,  but,  on  the 
\whole,  I  think  that  it  is  perhaps  as  convenient  a 
\way  of  putting  it  as  any  other. 

First,  as  regards  the  inflammatory  affections  of 
tthe  tongue.  There  is,  of  course,  such  a  thing  as 
3  acute  glossitis,  but  it  is  very  rare,  and  you  have 
mot  had  an  example  of  it  before  you,  that  I  know 
tof,  of  late — at  all  events,  not  in  my  practice. 
^  Still  you  may  meet  mth  such  a  case,  and  it  is 
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well  to  know  that  patients  are  liable  to  a  sudden 
great  enlargement  and  inflammatory  swelling  of 
the  tongue,  which  looks  very  formidable  for  the 
first  few  hours,  and  may  sometimes  prove  dangerous 
to  the  patient's  life  by  inducing  suffocation.  You 
may  occasionally  meet  with  it  coming  on  ap- 
parently idiopathically,  but  more  often  it  seems  to 
be  connected  with  the  administration  of  mercury. 
A  iDatient  has  been  taking  mercuiy  for  some  reason ; 
and  he  gets  acute  glossitis,  it  is  difficult  to  say 
why.    Under  these  circumstances  you  find  the 
tongue  enormously  swollen,  filling  up  the  mouth 
of  the  patient  and  almost  suffocating  him,  and 
naturally  requiring  to  be  relieved  immediately. 
The  treatment  is  extremely  simple — by  making 
an  incision  on  each  side  of  the  median  line  of  the 
tongue.    Do  not   mind  a  little  free  bleeding. 
Bleeding  relieves  the  affection,  and  then  with  a 
little  fomentation  and  simple  gargles  the  whole 
thing  subsides  in  a  few  hours.    It  really  is  not  a 
very  important  affection,  although  it  looks  very 
alarming  when  you  first  see  it. 

What  I  want  to  speak  more  particularly  about 
to-day  are  the  chronic  affections  of  the  tongue. 
We  get  chronic  inflammation  of  the  tongue  from 
various  causes.  Perhaps  one  of  the  commonest  is 
the  form  which  is  due  to  smoking,  for  there  can 
be  no  question  whatever  that  tobacco  has  a  dele- 
terious effect  upon  the  mucous  membrane  of  the 
tongue.    If  you  must  smoke,  and  I  suppose  in  the 
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•  present  day  it  is  difficult  for  any  young  man  not 
I  to  smoke,  pray  smoke  mild  tobacco,  and  do  not  use 
]  pipes  which  are  saturated  with  oil,  and  which, 
j  perhaps,  have  been  smoked  by  other  people. 

Now,  with  regard  to  the  chronic  glossitis  which 
is  produced  by  tobacco,  you  will  find  that  authori- 
ties differ  about  the  affection,  but  I  agree  with 
.Mr.  Barker  in  his  essay  in  Holmes's  Sargcry  that 
I  there  is  a  condition  of  reddened  tongae  which  is 
1  an  early  stage  of  chronic  glossitis.  When  that  has 
:  passed  away  you  find  a  later  stage  where  you  have 
:a  development  more  or  less  complete  (it  varies,  of 
<  course,  in  different  patients)  of  a  white  patch.  It 
:  may  be  simply  a  loss  of  epithelium — that  is  a 
1  common  condition  which  is  sometimes  known  as 
• "  glazed  tongue  " — but  you  frequently  find  in  addi- 
I  tion  to  that  a  development  of  white  tissue  in  the 
1  tongue,  of  which  you  see  a  very  good  example  in 
<one  of  the  illustrations  in  Mr.  Butlin's  book.  We 
i  happen  to  have  a  patient  who  has  been  in  No.  I 
'  Ward  lately  for  an  anal  affection.  I  have  pointed 
!  him  out  to  you  when  you  have  gone  round,  as  a 
!  remarkably  good  example  of  what  is  known  as 
;the  name  of  "  leucoplakia "'"  or  "  leucoma  "  of  the 
1  tongue,  and  I  will  now  bring  him  before  you  ;  and 
llet  me  remind  you  that  when  you  examine  a 
1  tongue,  the  first  thing  always  is  to  dry  it.  I  will 
(dry  this  man's  tongue,  and  then  you  will  see  clearly 
!  a  white  patch,  which  is  partly  the  cicatrisation 
I  resulting  from  an  operation  performed  upon  it. 
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Here  we  have  a  good  example  of  the  results  of 
chronic  glossitis,  which  at  one  time  seemed  likely  to 
run  into  more  serious  disease.  A  growth  developed 
in  the  white  patch,  which  at  one  time  looked  ex- 
ceedingly like  epithelioma,  so  much  so  that  the 
man  was  admitted  into  the  hospital  in  1886  with 
the  view  of  having  part  of  the  tongue  I'emoved.  It 
was  not  removed  quite  so  promptly  as  it  would  have 
been  but  for  a  Fellowship  examination  which  was 
coming  off,  and  we  wanted  the  patient  to  be  shown. 
I  postponed  the  operation,  therefore,  and  during 
the  fortnight  or  so  that  he  was  waiting  here  the 
tongue  improved  so  much  under  simple  treatment 
that  I  made  up  my  mind  that  it  could  not  be 
epithelioma,  and  accordingly  I  simply  scraped 
away  the  disease  which  had  sprung  up  in  the 
white  patch,  or  beneath  it,  and  the  result,  as  you 
see,  is  that  the  man  is  now  well.    He  has  a  perfect 
tongue  instead  of  having  lost  part  of  it,  and  it  is 
quite  clear  that  it  was  not  a  case  of  epithelioma 
developing  in  a  patch,  but  was  simply  hypertrophy 
of  the  submucous  tissues,  the  result  of  chronic  in- 
flammation.   Let  me  at  the  same  time  warn  you 
that  there  is  no  doubt  whatever  among  those  who 
have  carefully  observed  these  cases,  that  a  patient 
who  has  a  white  patch  is  more  liable  to  epithe- 
lioma than  the  patient  who  has  not  a  white  patch. 
I  do  not  like  to  put  it  more  strongly  than  that. 
I  do  not  say  that  eveiy  such  patient  will  have 
epithelioma,  but  his  chances  of  having  it  are 
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!.greater  than  those  of  a  patient  who  has  not  a 
\white  patch. 

The  white  patch  may  of  course  go  on  and  de- 
welop  into  a  sort  of  warty  growth,  as  you  see  here 
iin  one  or  two  of  these  pictures,  or  it  may  develop 
iinto  a  condition  which  is  sometimes  badly  called 
{psoriasis  ;  or  again,  it  may  develop  by  still  greater 
'irritation  into  what  is  sometimes  called  ichthyosis 
I  of  the  tongue.  They  are  all  degrees  of  the  same 
(disease.  Ichthyosis  was  the  name  given  by  Mr. 
IHulke.  who  first  called  attention  to  it ;  and  it  is 
mndoubtedly  much  nearer  epithelioma  than  the 
\white  patch.  There  is  a  drawmg  here  in  Mr. 
I  Clarke's  book  which  illustrates  it  very  well.  It  is 
;a.  very  good  representation  of  a  highly  hy[3ertro- 
iphied  and  roughened  mucous  membrane.  An 
iichthyotic  tongue  is  so  near  epithelioma  that  it  is 
ijust  a  question  whether  you  should  remove  the 
t  tongue  at  once,  or  wait  until  there  are  positive 
.•signs  of  epithelioma.  I  think  myself,  if  I  had  a 
\  well-developed  ichthyotic  tongue,  I  should  prefer 
rto  have  it  out  at  once  rather  than  run  any  further 
rrisk. 

Now  let  us  take  another  class  of  case,  where  you 
I  have  a  chronic  change  in  the  epithelium  due  to 
:  syphilis.  You  may  have  a  primary  chancre.  The 
t  early  enlargement  of  the  glands  under  the  chin 
:  and  jaw  is  very  characteristic  of  chancre ;  but  do 
I  not  suppose  that  you  will  find  that  induration 
which  we  see  so  commonly  on  the  penis,  because 
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yoK  will  not,  any  more  than  you  do  on  the  lip. 
The  cases  of  primary  chancre  on  the  tongue  are 
extremely  rare ;  but  you  must  bear  in  mind  that  a 
patient  may  most  innocently  get  a  primaiy  sore 
upon  the  tongue  from  another.  If  a  patient  hands, 
from  a  mouth  which  has  mucous  tubercles  in  it,  a 
pipe,  which  must  necessarily  have  some  syphilitic 
saliva  upon  it,  to  another  person  who  has  a  little 
sore  or  crack  on  the  tongue,  it  is  conceivable  that 
the  tongue  may  become  affected,  and  the  patient 
may  have  a  primary  chancre.  Much  more  common 
than  that,  but  still  rather  rare,  are  mucous  tuber- 
cles. You  find  that  a  patient  who  has  syphilis  in 
the  system  sometimes  develops  mucous  tubercles 
about  the  tongue,  particularly  on  the  back  part  of 
the  organ. 

But  the  most  common  syphilitic  affection  of  the 
tongue  is  another  form  of  glossitis — chronic  glos- 
sitis with  cracks  in  the  tongue — which  is  well 
recognised  as  the  result  of  secondary  syphilis. 
The  picture  in  my  hand  shows  it  well.  You  see 
the  loss  of  epithelium  in  the  centre  of  the  tongue, 
and  round  the  sides  you  see  a  cracked,  cicatrised 
tongue.  Those  deep  cracks,  sometimes  running 
quite  far  into  the  tongue,  are  as  characteristic  as 
anything  you  can  have  of  secondaiy  sy|3hilis. 
Then,  if  you  go  further  and  follow  out  syphilis, 
of  course  you  may  have  gumraata  in  the  tongue  ; 
but  I  shall  put  these  under  the  head  of  de- 
posits, and  I  will  say  a  word  now  with  regard 
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tto  the  treatment  of  tliat  which  is  so  common  an 
1  aiFection. 

The  question  arises,  in  the  case  of  such  a  tongue 
;as  I  have  described,  Will  you  give  mercury  or 
i  iodide  of  potassium  ?  Certainly,  in  a  tongue  like 
tthat  you  had  better  give  small  doses  of  mercury. 
It  is  true  the  patient  may  have  had  mercury 
before ;  but  I  find  that  these  patients  do  better 
with  small  doses  of  mercury — which  you  can,  if  you 
i  like,  combine  with  iodine  in  the  form  of  biniodide — ■ 
or  you  may  give  it  separately  as  liquor  hydrargyri 
perchloridi.  The  thing  I  lay  most  stress  on,  how- 
ever, is  the  local  application  of  mercury.  These 
tongues  do  well  if  you  pickle  them  in  a  mercurial 
lotion.  It  is  of  no  use  to  tell  the  patients  to  use 
a  mercurial  mouth-wash  and  then  spit  it  out. 
They  should  be  told  to  hold  it  in  their  mouths  ten 
minutes  by  the  watch,  and  breathe  through  their 
noses,  so  as  to  get  the  tongue  thoroughly  pickled 
with  the  lotion.  As  to  the  strength  of  the  lotion, 
I  advise  you  to  begin  with  a  quarter  of  a  grain 
(afterwards  getting  a  little  stronger)  of  perchloride 
of  mei'cury,  with  a  little  honey  to  make  it  more 
palatable,  in  an  ounce  of  water.  If  the  process  of 
"pickling"  is  repeated  twice  or  three  times  a  day, 
the  effect  produced  on  the  tongue  is  astonishing ; 
the  ulcers  will  heal  under  the  mercurial  treatment, 
the  tongue  will  cicatrise,  and  the  patient  will  re- 
cover a  perfectly  useful  tongue,  in  which  there  will 
be  no  risk,  so  far  as  I  know,  of  any  future  develop- 
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raent  of  epithelioma.  It  is  long-standing  diseases 
that  develop  into  epithelioma ;  but  if  you  cure  the 
disease  and  make  the  tongue  healthy,  or  com- 
paratively healthy,  the  patient  will  be  no  more 
liable  to  epithelioma  than  any  other  person. 

Now  let  us  go  on  and  take  the  foiTus  of  ulcerar- 
tion,  which  we  have  from  three  different  sources. 
You  maj  have  the  syphilitic  ulceration,  you  may 
have  the  tubercular  ulceration,  and  you  may  also 
have  the  epitheliomatous  ulceration.  S}q3hilitic 
ulceration  I  have  already  mentioned  in  connection 
with  superficial  inflammation  of  the  tongue.  It 
is  well  that  you  should  remember  that  there  is 
another  form  of  ulceration  connected  with  sy|Dhilis, 
that  is,  the  ulcerated  gumma.    Some  months  ago 
we  had  in  the  hospital  an  old  man,  a  foreigner, 
with  very  well-marked  ulcerated  gumma  on  one 
side  of  the  tongue.    I  took  him  in  because  he 
could  not  be  attended  at  home,  and  he  got  steadil)- 
better  under  good  treatment.    He  was  here  a  week 
or  two  ago  to  show  his  tongue,  and  I  then  called 
your  attention  to  how  very  much  it  was  improved. 
The  treatment  of  these  ulcerated  gummata  is  of 
course  a  little  different  from  that  of  the  ulcers 
occurring  in  the  eai-lier  stage  of  syphilis.  Where 
you  have  ulcerated  gummata  of  the  tongue,  it 
would  be  unwise  to  push  mercury.    You  give 
iodide  of  potassium,  and  improve  the  patient's 
health  in  every  possible  way ;  and  if  you  use  the 
mercurial  wash,  not  stronger  than  a  |  to  a  A  grain 
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to  the  ounce,  you  certainly  get  those  tongues 
better. 

The  tubercular  ulcer  of  the  tongue  is  not  a  very 
common  thing,  and  you  see  it  more  often  in  private 
practice  than  in  the  hospital.  It  usually  occurs  at 
the  tip  of  the  tongue,  and  is,  I  believe,  very  often 
determined  by  irritation  from  the  teeth  ;  at  all 
events,  I  have  found  that  by  covering  the  teeth 
with  gutta-percha,  so  as  to  prevent  the  tongue 
being  rubbed  against  the  back  of  the  teeth,  I  have 
been  able  to  get  these  tongues  very  much  better. 
Here  is  an  example  in  Butlin's  book  of  a  well- 
marked  ulcer  of  the  tip  of  the  tongue,  and  where 
you  find  an  ulcer  in  that  condition  you  will  gene- 
rally find  some  evidence  of  tubercle  in  the  lungs 
or  other  parts  of  the  body.  An  ulcer  like  that  you 
must  treat  as  you  would  treat  an  ordinary  tuber- 
cular ulcer  elsewhere — namely,  by  scraping  away 
all  the  diseased  tissue.  Yon  may  or  may  not  find 
tubercle  bacilli  in  it.  I  am  not  prepared  to  say 
which  is  more  common,  but  at  all  events  you  should 
scrape  the  ulcer,  and  then  dress  it  with  iodoform, 
and  treat  the  patient  with  cod-liver  oil  and  by 
general  anti-tubercular  remedies. 

Then  we  come  to  the  third  form,  which  is  the 
malignant  or  epitheliomatous  ulcer.  Now,  why 
does  a  patient  get  epithelioma  of  the  tongue  ?  lu- 
variably,  I  believe,  from  some  irritation.  Patients 
with  perfectly  healthy  tongues  do  not  get  epithe- 
lioma.   But  if  you  have  a  patient  who  has  a  white 
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patch  beforehand,  which  is  a  little  irritable,  per- 
haps scratched  by  a  tooth,  and  which  is  kept  in  a 
state  of  irritation  by  the  constant  application  of 
tobacco  juice,  one  can  easily  imagine  that  develop- 
ing into  epithelioma.  But  as  far  as  my  experi- 
ence goes,  the  greater  number  of  cases  of  epithe- 
lioma are  simply  due  to  the  local  irritation  of  a 
ragged  tooth  cutting  into  the  tongue  ;  nothing  has 
been  done  to  relieve  it,  and  then  at  last  a  develop- 
ment of  epithelioma  takes  place.  During  the  last 
winter  I  have  seen  two  middle-aged  gentlemen, 
both  of  whom  had  the  yqyj  smallest  patches  of 
epithelioma  that  I  have  ever  seen  on  the  tongue 
from  that  cause.  They  both,  had  shaqD-pointed 
teeth,  and  they  were  conscious  that  those  teeth 
had  been  irritating  their  tongues.  They  went  on, 
however,  until  at  last  they  began  to  find  something 
wrong,  and  then  they  took  advice.  In  both  cases 
I  cut  out  the  piece,  and  it  was  simply  mucous 
membrane  that  was  affected  by  the  disease,  which 
did  not  go  down  into  the  muscular  fibre  of  the 
tongue  at  all  ;  but  still  in  both  cases  there  was 
well-marked  microscopic  evidence  of  epithelioma. 
One  may  hope  that  by  such  an  earl}'  removal  as 
that,  the  patient  may  be  completely  relieved  of 
the  disease.  Still,  the  great  thing  is  to  prevent 
the  occurrence  of  such  cases.  I  am  happy  to  say 
that  dentists  are  becoming  better  instructed  every 
day  ;  they  are  more  alive  than  they  were  to  the 
importance  of  irritation  caused  by  teeth,  and  they 
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send  on  cases  at  once,  wlien  they  find  anything" 
suspicious  about  the  tongue,  to  medical  men  and 
surgeons  to  see  what  the  matter  is.  Too  often, 
however,  patients  themselves  are  content  to  let 
the  thing  go  on  ;  and  then  at  last  they  come  witli 
a  ragged  ulcer,  which  is  undoubtedly  epithelio- 
matous. 

I  quite  allow  that  the  very  early  stage  of  epithe- 
lioma is  a  little  difficult  to  recognise ;  but  when 
the  ulcer  is  well  developed,  and  the  induration  at 
its  base  has  become  well  formed,  no  one  can 
hesitate  for  a  moment.  Here  we  have  three  speci- 
mens of  epithelioma  of  the  tongue.  An  epithelio- 
matous  ulcer  is  not  simply  an  ulcer,  but  an 
ulcer  with  a  growth  springing  up  at  the  edges  of 
the  base  and  forming  a  protrusion,  sometimes  a 
distinct  protrusion,  as  in  this  particular  case ;  but 
more  often  like  this  other  case,  an  indurated  base 
to  the  ulcer  with  well-marked  granulations  coming 
up  into  the  cavity.  Unfortunately,  you  have  seen 
many  of  these  cases,  because  we  have  a  great  many 
in  the  hospital  at  various  times,  and  in  hospital  prac- 
tice they  do  not  come  until  very  late,  so  late  that 
generally  the  glands  are  enlarged.  But  in  private 
practice  we  see  them  rather  eai'lier,  before  the 
glands  are  enlarged,  and  I  want  particularly  to 
impress  upon  you  the  importance  of  not  waiting 
for  the  glands  to  become  affected.  It  is  very 
absurd  that  a  surgeon  should  think  to  himself, 
"This  cannot  be  cancer  because  there  is  no  en- 
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lai'gement  of  the  glands,"  and  then  deliberately 
wait  and  watch  to  see  whether  the  glands  become 
affected  or  not  before  he  makes  his  diagnosis. 
That  is  all  very  well  as  regards  diagnosis,  but 
very  bad  as  regards  the  patient,  and  the  patient 
who  is  waited  for  in  that  way  is  badly  treated,  for 
you  ought,  if  possible,  to  get  rid  of  the  cancer 
before  the  glands  become  affected. 

Let  me  now  say  a  word  about  diagnosis,  because 
that  is  really  the  important  point.  How  will  you 
diagnose  a  case  of  epithelioma  when  you  see  it  ? 
In  the  first  place  by  the  position.  It  is  more 
generally  at  the  edge  and  side  of  the  tongue  than 
anywhere  else,  and  the  history  is  pretty  conclusive. 
You  will  find  that  for  weeks  or  months  the  patient 
has  had  some  irritation  about  the  tongue  ;  he  has 
liad  an  ulcer  which  has  too  often  been  constantly 
irritated  by  the  application  of  nitrate  of  silver, 
and  has  developed  more  and  more  until  there  is 
the  characteristic  growth  in  the  base  and  edge  of 
the  ulcer  which  I  have  mentioned.  Then  there 
may  be  tenderness  of  the  glands  of  the  neck. 
The  pain,  too,  is  characteristic ;  the  patient  tells 
you  that  it  shoots  up  into  the  ear.  I  always  dread 
that  phrase,  and  never  prompt  a  patient  to  use  it, 
but  as  sure  as  he  does  so  it  is  a  case  of  cancer  of 
the  tongue. 

Lastly,  we  have  the  deposits  in  the  tongue,  which 
I  have  mentioned  incidentally,  and  which  are  of 
two  kinds,  the  epitheliomatous,   which  always 
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follows  the  ulcer  and  extends  beneath  it,  and 
the  gumma,  which  develops,  as  a  rule,  in  the 
central  portion  of  the  tong'ue,  and  is  apt  to  break 
down  and  give  rise  to  a  formidable-looking  ulcer, 
as  already  described.  Unquestionably  an  ulcerated 
gumma  may  develop  into  epithelioma,  and  it  is 
these  mixed  cases  which  apparently  improve  for  a 
time  under  iodide  of  potassium,  and  yet  prove 
"malignant  after  all. 

What,  then,  is  to  be  done  for  cancer  of  the 
tongue  ?  Undoubtedly  to  palliate  these  cases  is 
merely  to  lose  valuable  time,  and  the  so-called 

cancer  cures  "  are  simply  swindles  on  the  public. 
Chian  turpentine  stands  on  a  different  footing- 
altogether,  and  I  have  used  it  where  I  thought  it 
right  as  an  adjuvant  to  surgical  treatment,  but  I 
confess  that  I  have  never  seen  any  benefit  from  it 
whatever.  I  have  even  sent  a  patient  on  whom  I 
had  operated,  and  who  had  a  return  of  the  disease, 
by  his  own  wish,  to  Dr.  Clay,  of  Birmingham, 
that  he  might  himself  carry  out  the  treatment ; 
but  the  patient  died  under  the  treatment,  just  as 
he  would  have  done  without  it,  and  in  about  the 
same  time,  without  having  received  the  slightest 
benefit.  I  do  not  think  there  is  any  specific  cure 
for  cancer,  and  the  only  chance  for  the  patient  is 
to  get  rid  of  it  as  early  as  possible. 

That  brings  me  to  the  question  of  operations  on 
the  tongue.  Of  course  there  are  many,  but  I  am 
not  going  to  trouble  you  with  them  all ;  it  will  be 
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sufficient  to  tell  you  what  we  do  here  at  the  present 
time.  We  have  all  come,  in  most  cases,  to  re- 
moving the  tongue  with  scissors.  Years  ago,  as 
you  will  find  if  you  look  into  the  records  of  the 
hospital,  the  galvanic  ecraseur  was  used,  but  we 
gave  it  up  because  it  led  to  secondary  hasmor- 
rhage.  It  answers  well  for  the  time,  if  the  battery 
is  in  good  order,  and  you  can  remove  the  tongue 
without  bleeding ;  but  you  are  apt  to  get  secon- 
dary haamorrhage  a  few  days  afterwards,  when  the 
slough  comes  away.  After  the  galvanic  ecraseur 
we  used  the  wire  ecraseur.  The  best  way  of  using 
it  is  Mr.  Baker's  modification  of  the  operation — 
namely,  to  split  the  tongue  down  the  middle,  to 
loosen  it  from  all  its  attachments  beneath,  and 
then  divide  with  the  ecraseur  far  back,  taking  one- 
half  of  the  tongue  at  a  time.  Of  course  in  many 
cases  you  remove  only  half;  it  is  not  necessary  to 
remove  the  whole.  We  have  most  of  us  now 
given  up  that  operation  and  gone  to  the  intra- 
buccal  operation  with  the  scissors,  generally 
known  as  Mr.  Whitehead's  operation.  It  is  ex- 
tremely simple.  All  you  have  to  do  is  to  gag  the 
patient  thoroughly — it  is  important  to  have  a  good 
gag  ;  then,  getting  a  firm  hold  of  the  tongue,  with 
the  scissors  you  divide  the  mucous  membrane  under 
the  tongue  and  the  muscles,  and,  drawing  the 
tongue  well  forward,  next  divide  it  at  the  root, 
cutting  steadily  through  till  the  lingual  artery  is 
exposed,  when  you  can  often  pick  it  up  before 
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dividiug  it.  Having  done  one  side,  you  go  to  tlie 
other,  if  you  remove  the  whole  tongue,  and  treat 
it  in  exactly  the  same  way.  The  result  is  that 
you  get  the  tongue  away  as  far  back  as  you  like 
with  very  little  ha3inorrhage. 

Let  me  say,  on  the  subject  of  ha3morrhage,  that 
I  myself  introduced  an  improvement  in  the  opera- 
tion about  the  tongue  some  years  ago,  which  I 
find  most  surgeons  have  adopted — namely,  that 
when  there  is  haemorrhage,  and  you  require  to 
stop  it,  you  simply  put  your  finger  down  the 
patient's  throat  and  hook  up  the  base  of  the 
tongue  and  the  liyoid  bone.    I  found  that  out 
when  assisting  my  colleagues  in  removing  the 
tongue.    We  used  to  have  occasionally  sharpish 
hfemorrhage.    It  was  my  business  to  help  to  pick 
up  the  arteries,  and  I  found  that  by  putting  the 
finger  well   down  I  could  stop   the  bleeding, 
making  the  tongue  bloodless,  and  pick  up  the 
arteries  quickly,  as  you  might  pick  up  an  artery 
in  a  limb. 

But  then  supposing  you  have  disease  of  the 
tongue  with  enlargement  of  the  glands,  should 
you  or  should  you  not  operate  upon  them  ?  For 
myself  I  am  not  particularly  fond  of  removing 
glands,  yet  I  am  obliged  to  do  it  from  time  to 
time.  Where  I  find  a  patient  has  an  ulcer  of  the 
tongue  which  is  distinctly  cancerous,  with  infiltra- 
tion in  the  submaxillary  glands,  I  do  not  hesitate 
to  make  an  incision  and  take  the  glands  out.  It 
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becomes  a  little  different  when  the  glands  of  the 
neck  are  affected.    In  my  experience,  cases  where 
the  submaxillary  lymphatic  glands  are  not  affected 
and  the  glands  under  the  sterno-mastoid  are 
affected  are  the  worst  possible  cases.    If  you  cut 
out  one  gland,  you  find  very  soon  afterwards  that 
another  becomes  affected ;  and  those  patients,  as 
a  rule,  have  very  short  lives.    Cases  where  you 
can  remove  the  glands  under  the  jaw  merely  do 
fairly  well,  as  well  perhaps  as  any  of  these  cases. 
Because,  after  all,  you  must  remember  that  recur- 
rence is  almost  invariable,  and  one  hardly  knows 
of  a  patient  with  bond  fide  epithelioma  living 
more  than  two  years.    Then  in  these  cases  where 
the  glands  are  affected  you  may  have  seen  some 
of  my  colleagues  do  a  very  large  operation,  called 
Kocher's  operation.    You  make  an  incision  into 
the  neck,  turn  up  a  large  flap,  and  get  down  upon 
the  glands ;  you  then  get  hold  of  the  tongue,  and 
you  can  undoubtedly  remove  numerous  glands 
and  extensive  disease  of  the  tongue  through  that 
incision.    I  am  not  particularly  favourable  to  it. 
It  seems  to  me  that  in  cases  in  which  there  is 
such  extensive  disease  as  to  warrant  an  operation 
like  that,  we  had  better  not  interfere  with  tlie 
neck,  but  content  ourselves  with  removing  the 
tongue. 

You  saw  me  in  the  beginning  of  last  session  do 
an  extensive  opex-ation  on  a  man  in  the  private 
ward,  No.  i.    He  was  sent  up  from  the  country 
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with  extensive  disease  of  the  tongue  and  of  the 
submaxillary  tissues.     He  was  in  a  miserable 
state,  and  anxious  to  have  something  done.  I 
told  him  plainly  that  I  would  operate  if  he  wished, 
but  I  could  not  promise  him  anything  more  than 
temporary  relief.    On  November  2nd  I  operated 
on  him.    The  disease  was  so  extensive  that  I 
thought  it  better  to  do  tracheotomy  first.    I  do 
not  usually  do  tracheotomy  in  these  cases ;  I  do 
not  hold  with  preliminary  tracheotomy  in  ordinary 
operations  on  the  tongue ;  but  this  was  so  exten- 
sive a  case  that  I  thought  it  right  to  do  it.  I 
was  then  able  quietly  to  remove  the  whole  tongue 
down  to  the  hyoid  bone,  and  a  piece  of  jaw  right 
up  to  the  masseter  on  each  side,  and  all  the  infil- 
trated submaxillaiy  tissues.    It  is  not  the  first 
time  that  I  have  done  an  extensive  operation  like 
that.    The  first  case  I  had  was  in  1875,  and  the 
result  of  it  is  in  the  museum.    The  patient,  a 
man,  aged  sixty-two,  was  sent  to  me  by  a  friend, 
with  very  extensive  cancerous   disease  of  the 
tongue  and  sublingual  tissues.    In  January  18745 
he  noticed  a  swelling  of  one  of  the  submaxillary 
glands,  and  soon  after  a  sore  beneath  the  tongue. 
The  sore  healed,  and  the  gland  subsided  under 
treatment.    In  September  1 874,  the  gland  began 
again  to  swell,  and  at  last  broke.    At  the  same 
time,  he  found  that  he  had  difficulty  in  articu- 
lating, as  the  tongue  was  fixed  to  the  floor  of  the 
mouth,  and,  eventually,  the  tip  of  the  tongue 
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became  fixed  to  the  jaw.  This  last  was  tempo- 
rarily relieved  by  an  operation  at  another  hospital. 
On  admission  to  University  College  Hospital,  the 
l)'atient  was  unable  to  protrude  his  tongue  or  move 
it  in  his  mouth ;  the  saliva  constantly  trickled 
away,  and  articulation  was  very  imperfect.  He 
complained  of  great  pain  in  the  occipital  region, 
but  of  none  in  the  tongue.  The  gums  of  the 
incisor  region  were  swollen  and  ulcerated,  and  the 
teeth  loose.  The  tongue  was  fixed  to  the  back  of 
the  incisive  portion  of  the  jaw,  which  was  softened. 
All  the  tissues  beneath  the  tongue  were  indurated, 
but  the  skin  was  not  involved. 

On  September  29th,  1875, 1  removed  the  tongue, 
the  centre  of  the  jaw,  and  all  the  sublingual  tissues, 
by  dividing  the  skin  in  the  middle  line,  then 
sawing  the  jaw  through  on  each  side,  and,  having 
isolated  the  tongue  somewhat  on  each  side, 
enclosed  the  whole  of  the  disease  with  the  wire 
of  the  galvanic  ecraseur.  The  parts  removed 
consisted  of  the  middle  three  inches  of  the  lower 
jaw,  nearly  the  whole  of  the  tongue,  and  the  sub- 
lingual muscles  and  glands  en  masse.  At  the 
posterior  end,  the  mass  measured  two  and  a  half 
inches  in  depth,  and  slightly  more  from  side  to  side. 
The  tongue  appeared  to  be  healthy,  except  at  the 
anterior  part ;  and  on  the  left  side,  just  behind 
the  tip,  was  a  nodule  of  the  size  of  a  pea.  Beneath 
the  tongue  was  a  mass  of  a  yellowish  white  firm 
tissue,  with  a  granular  surface,  which  was  con- 
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t  tinuecl  qnite  up  to  the  cut  margin.  This  tissue, 
( on  microscopical  examination,  proved  to  be  epitlie- 
!  lioma. 

The  patient  made  a  good  recovery,  and  was 
jalive  and  well  in  1890,  fifteen  years  after  the 
(Operation.  He  recovered  a  surprising  amount  of 
1  power  of  deglutition  and  speech,  due  principally 
ito  the  growth  of  the  stump  of  the  tongue  already 
1  noticed.  The  occipital  pain  complained  of  by  the 
]patient  is  difficult  of  explanation,  but  was  entirely 
irelieved  by  the  operation.  I  have  noticed  it  in 
(Other  cases  of  cancer  of  the  tongue  (Lancet,  1876, 
ivol.  i.). 

Still,  these  extensive  operations  are  not  very 
■satisfactory.  This  last  patient,  before  he  was 
ireally  well,  had  a  recm'rence.  The  operation  was 
con  November  2nd,  and  he  went  out  on  December 
;2nd  convalescent  from  the  operation,  but  having 
(already  evidences  of  a  return  of  the  disease.  I 
Iheard  from  the  friends  that  he  had  a  recurrence, 
Ibut  I  have  not  heard  whether  he  is  dead  ;  the  poor 
{fellow  cannot  have  long  to  live. 

The  satisfactory  cases  are  those  where  the  dis- 
tease  is  entirely  confined  to  one  part  of  the  tongue, 
mhere  you  can  get  well  behind  that  portion  and  re- 
tmove  it  at  once,  and  where  there  is  no  infiltration  of 
tthe  glands.  It  rests  with  you,  who  will  see  these 
ceases  early,  to  insist  upon  the  patients  having  an 
(operation  in  early  days  if  there  is  evidence  of  dis- 
eease.    When  we  get  that  sufficiently  insisted  on. 
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unquestionably  our  rate  of  mortality  and  our  rate 
of  cure  will  very  much  improve. 

The  Registrar-General  has  pointed  out  that 
cancer  is  much  on  the  increase.  There  are  two 
or  three  explanations.  No  doubt  many  cases  are 
put  down  as  cancer  which  formerly  were  not 
recognised  as  such.  Still,  even  if  that  be  so,  I 
think,  from  my  own  observation,  there  can  be  no 
doubt  that  we  do  see  more  cases  of  cancer  of  the 
tongue  than  we  did  twenty  or  thirty  years  ago. 
One  explanation  is,  I  believe,  the  greater  spread 
of  smoking ;  and  another,  I  think,  is  the  greater 
spread  of  syphilis.  Those  are  the  two  main 
elements  which  have  to  do  with  cancer  of  the 
tongue  being  so  much  on  the  increase.  I  hope 
that  we  shall  be  able  to  diminish  it,  and  that  by 
taking  the  cases  early,  and  by  removing  the  dis- 
eased part  thoroughly,  we  may  be  able  to  hold  out 
some  prospect  to  the  patient  of  prolongation  of 
life — we  cannot  honestly  do  much  more  than  that 
at  present. 


ON 

RETENTION  OF  URINE. 


I  PURPOSE  to-day  to  speak  of  retention  of  urine, 
and  it  -will  be  convenient  to  consider  it  at  different 
ages.  In  the  case  of  a  new-born  child  there  is 
sometimes  a  difficulty  in  passing  water,  which 
always  depends  upon  a  contracted  orifice  of  the 
prepuce.  When  the  child  ti-ies  to  make  water  it 
"  balloons"  its  foreskin,  swells  it  out,  that  is,  into 
something  like  a  child's  balloon.  Of  course,  the 
treatment  in  such  a  case  is  obvious  and  simple. 
You  have  only  to  dilate  the  orifice  of  the  prepuce 
with  a  pair  of  forceps,  or,  if  it  is  at  all  a  severe 
case,  you  had  perhaps  better  circumcise,  and 
there  is  an  end  of  the  matter.  But  you  sometimes 
meet  with  retention  in  the  case  of  children  who 
are  a  little  older,  and  I  believe  that  retention  in 
children,  not  dependent  upon  a  tight  foreskin,  is 
almost  always  the  result  of  calculus  in  the  urethra. 
A  child  may  have  a  small  calculus  in  the  kidney 
without  any  obvious  symptoms ;  he  has  never 
made  any  complaint,  until  one  day  you  are  sent 


54 


ON  EETENTION  OF  URINE. 


for  because  he  does  not  pass  his  water ;  perhaps 
for  some  hours  the  bladder  has  been  distended, 
and  there  is  obvious  retention  of  urine. 

Now  in  such  a  case  always  suspect  a  stone,  and 
look  for  it ;  usually  it  is  easily  found  just  within 
the  meatus  urinarius.  You  take  a  silver  probe 
and  pass  it  down  the  urethra,  and  you  feel  it  click 
against  the  stone,  and  if  the  calculus  is  just  within 
the  meatus  it  is  an  exceedingly  simple  matter. 
You  have  only  to  get  it  out  with  a  little  scoop,  or 
if  you  have  not  one,  the  loop  of  a  haiqjin  is  a  con- 
venient thing.  If  the  orifice  of  the  urethra  is  at 
all  tight,  you  had  better  nick  it  in  order  to  get  the 
stone  out ;  but  remember  when  you  are  doing  this 
that  you  should  always  cut  downwards,  and  not 
upwards  into  the  glans  penis.  But  sometimes  the 
stone  is  not  at  the  anterior  part  of  the  urethra, 
but  behind ;  and  these  are  more  difiicult  cases,  and 
are  apt  to  be  overlooked.  The  stone  does  not 
produce  complete  retention  perhaps,  although  it 
makes  a  difficulty,  and  then  ulceration  is  some- 
times set  up,  with  abscess,  and  possibly  extravasa- 
tion of  urine  ;  but  where  there  is  real  retention,  of 
course  you  can  make  it  out  by  passing  a  probe  or 
catheter  down  and  touching  the  stone,  and  you 
naay  be  able  to  feel  it  through  the  perina3um.  In 
that  case  it  is  best,  if  you  can,  to  extract  the  stone, 
but  it  is  not  easy  to  do  it.  You  will  have  to  put 
the  patient  under  chloroform,  and  with  a  very 
slender  urethral  forceps  you  may  be  able  to  extract 
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the  Ccalculus.  More  frequently  the  stone  has  become 
fixed,  and  you  cannot  get  it  out.  Then  the  best 
thing  is  to  cut  upon  it  at  once,  for  it  is  not  .a 
serious  thing  in  children  to  open  the  urethra.  Yon 
have  the  stone  to  guide  you,  and  it  is  much  better 
that  you  should  at  once  cut  upon  it  and  take  the 
stone  out  than  leave  it  there  to  set  up,  as  it  cer- 
tainly will  do,  irritation,  and  possibly,  as  I  have 
said,  abscess  and  extravasation  of  urine.  Besides, 
if  it  is  a  case  of  hond  fide  retention,  the  child  can- 
not be  left  many  hours  without  being  relieved. 

Then  there  is  one  other  thing  in  the  case  of 
children  that  should  always  be  borne  in  mind — 
that  the  child  may  have  tied  a  string  or  thread 
round  the  penis.  Such  cases  are  met  with  every 
now  and  then.  Two  or  three  years  ago  a  child 
was  brought  one  morning  to  my  consulting-room 
with  the  glans  penis  hanging  merely  by  a  thread 
of  cellular  tissue.  It  was  as  nearly  cut  off  as  it 
could  be,  but  not  absolutely.  I  simply  took  a  pair 
of  scissors,  cut  the  remaining  thread,  and  took  ifc 
off.  Eound  the  glans  penis  just  where  it  had  been 
divided  there  was  a  long  hair ;  but  whether  that 
hair  had  cut  it  through,  I  cannot  tell.  The  child 
utterly  denied  ever  having  had  a  thread  tied 
round  it,  but  it  is  just  conceivable  that  a  long  hair 
might  have  been  twisted  round  accidentally,  and 
have  cut  its  way  through. 

Whenever  a  child  has  a  swollen  penis  which  is 
not  clearly  a  case  of  paraphimosis,  you  should  ascer- 
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tain  whetlier  there  is  a  thread  deeply  embedded 
in  the  groove,  which  is  formed  by  the  swollen 
tissues  all  round. 

Now  let  me  pass  on  to  a  much  more  important 
matter,  the  retention  of  urine  in  adult  age.  With 
young  adults,  I  suppose  the  most  common  cause  of 
retention  is  some  mischief  supervening  upon 
gonorrhoea.  People  who  have  perfectly  healthy 
urethras  do  not  get  retention  of  urine.  It  is  only 
after  they  have  had  gonorrhcea  or  some  mischief 
about  the  urethra  that  they  are  liable  to  attacks  of 
this  sort.  Sometimes  you  find  a  patient  with  re- 
tention of  urine  during  gonorrhoea,  or  at  all  events 
in  the  later  stage  of  it ;  and  if  that  is  the  case,  it 
is  more  usually  due  to  some  inflammation  travel- 
ling to  the  prostate.  The  prostate  becomes  swollen 
and  tender ;  if  you  put  your  finger  into  the  rectum, 
you  will  feel  it  there ;  and  it  is  because  of  that 
swelling  of  the  prostate  that  the  man  cannot  pass 
water.  The  obvious  thing  in  such  a  case  is  to 
pass  a  catheter  for  him  very  gently  through  the 
prostate,  and  draw  the  water  off.  You  pi'oceed  to 
treat  the  prostatic  inflammation  by  a  leech  or  two 
to  the  perinaeum,  and  then  the  swelling  generally 
subsides,  but  it  may, of  course,  run  on  to  an  abscess; 
and  remember  that  these  cases  of  acute  prostatitis 
in  young  men  are  more  apt  to  run  on  into  abscess 
than  any  other  form  of  prostatic  disease. 

The  later  stage,  after  the  gonorrhoea,  is  perhaps 
the  more  critical  time  for  tlie  urethra  as  regards 
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retention.  AVhat  liappens  is  this.  The  man 
during  the  gonorrhoea  has  been  debarred  from  all 
liquor,  and  then,  assuming  that  he  is  well,  he 
perhaps  takes  more  than  he  should  do.  In  hospital 
practice  and  amongst  the  lower  classes  you  will 
meet  with  that  kind  of  case  much  more  frequently 
.  than  in  private  practice.  The  better  class  of  people 
do  not,  as  a  rule,  drink  more  than  is  good  for  them  ; 
they  do  not  indulge  in  that  sort  of  debauch,  but  a 
labouring  man  is  apt  to  take  more  liquor  than  is 
good  for  him  after  abstaining  for  a  few  weeks,  and 
then  he  gets  retention  of  urine. 

That  form  of  retention  is  by  some  surgeons 
thought  to  be  purely  spasmodic,  others  call  it  in- 
flammatory. I  believe  it  is  really  a  little  of  both. 
If  it  is  not  inflammatory,  it  is  at  least  congestive, 
and  there  is  a  certain  amount  of  spasm  mixed  with 
it.  Therefore,  whether  we  call  it  congestive  re- 
tention or  spasmodic  retention,  we  mean  the  same 
thing.  At  all  events,  clinically,  you  find  a  patient 
who  has  had  gonorrhoea,  and  apparently  recovered 
from  it,  who  is  unable  to  pass  his  urine.  Some- 
times such  patients  go  on  for  many  hours  before 
they  knock  up  the  house-surgeon,  so  that  at  one 
or  two  o'clock  in  the  morning  you  are  called  upon 
to  relieve  such  a  patient,  and,  of  course,  it  is  im- 
portant that  relief  should  be  given  at  once.  Now 
it  is  quite  true  that  these  cases  will  mostly  get 
well  of  themselves,  if  you  can  have  time.  I  mean 
if  you  give  a  patient  of  that  class  a  good  dose  of 
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opium,  put  liim  into  a  warm  bed,  and  put  fomen- 
tations about  his  periuasum,  in  the  majority  of 
cases  the  retention  will  pass  off,  and  the  patient 
will  make  water.  But  you  must  bear  in  mind  the 
circumstances  of  the  case.  If  it  is  a  hospital 
patient,  the  house-surgeon  is  called  up  in  the 
night,  and  naturally  he  wants  to  get  to  bed  again. 
■  There  are  no  great  conveniences  for  putting  the 
patient  into  a  hot  bath,  or  even  into  a  hot  bed,  in 
the  middle  of  the  night,  and  so  you  have  to  pass  a 
catheter  for  him ;  and,  as  Sir  Henry  Thompson  says 
in  one  of  his  lectures,  no  doubt  the  patient  much 
more  apj)reciates  your  skill,  if  you  pass  a  catheter 
without  hurting  him,  and  draw  his  urine  off,  than 
.if  you  merely  gave  him  a  dose  of  medicine,  put 
him  into  a  warm  bath,  and  let  nature  do  the  rest. 

It  is  better,  then,  on  the  whole,  to  draw  off  the 
urine  at  once.  The  great  thing  is  to  use  a  good- 
sized  catheter.  These  patients  have  no  stric- 
ture, and  you  want  a  good-sized  catheter ;  and  of 
all  catheters,  commend  me  to  the  old-fashioned 
English  gum-elastic  catheter.  If  you  take  a 
catheter  of  the  size  I  liold  in  my  hand  (No.  9), 
with  a  good  blunt  end  to  it,  and  if  you  warm  it 
and  oil  it  well,  and  pass  it,  with  a  stilette  if  you 
like  or  without,  until  you  get  to  the  obstruction 
point,  you  will  find  it  generally  somewhere  about 
the  bulb  of  the  urethra  ;  and  then,  if  with  a  little 
gentle  pressure  you  push  against  it,  you  will  be 
conscious  of  a  sort  of  yielding ;  and  so,  as  you 
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steadily  pusli  on,  the  catheter  goes  into  the  bladder, 
and  you  draw  the  water  oif.  That,  of  course,  is 
an  extremely  satisfactory  thing  for  all  parties ; 
but  the  affair  does  not  always  come  off  so  smoothly 
as  that.  You  may  find  a  difficulty  in  the  way. 
Possibly  there  may  be  more  congestion  than  you 
think,  more  spasm  perhaps,  and  the  obstruction 
does  not  yield  quite  so  readily.  Now  the  greatest 
mistake  that  you  can  make,  I  believe,  is  to  use 
very  small  catheters.  No.  7  is  a  very  good  average 
size,  and,  if  you  cannot  get  that  in,  the  patient 
having  no  history  of  previous  stricture,  you  had 
better  put  the  patient  under  chloi'oform,  and  you 
will  be  able  to  pass  the  catheter  with  the  greatest 
ease.  It  is  much  better  for  the  patient  that  you 
should  stick  to  that  catheter  or  thereabouts,  than 
that  you  should  poke  holes  in  his  urethra  with  a 
small  instrument ;  and  if  you  give  the  patient 
chloroform,  you  overcome  the  difficulty  at  once. 

I  am  aware  that,  when  you  get  into  practice  in  the 
country,  you  may  have  to  modify  your  proceeding. 
When  a  medical  man  is  on  his  rounds  and  is 
stopped  somewhere  because  a  patient  has  reten- 
tion of  urine,  he  may  not  have  chloroform  with 
him,  and  perhaps  not  a  catheter.  Those  are  the 
cases  in  which  you  may  fall  back  upon  opium, 
with  warm  fomentations.  If  you  give  a  patient  of 
that  kind  a  good  dose  of  opium,  and  have  fomen- 
tations put  about  the  periuceum,  the  probability  is 
that  in  a  couple  of  hours  he  will  be  able  to  make 
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water.  If  he  does  not,  then  of  course  he  will  send 
for  you,  and  you  must  be  prepared  to  pass  a 
catheter  and  di'aw  the  water  ofE.  I  want  you  to 
understand  that  the  case  may  be  treated  in  two 
ways,  and  that  it  is  really  a  matter  of  convenience 
which  method  you  should  adopt. 

These  are  cases  of  spasmodic  or  congestive  reten- 
tion ;  it  is  a  much  more  serious  matter  when  you 
have  a  patient  who  has  a  tight  organic  stricture. 
The  patient  has  perhaps  had  a  stricture  for  years 
past,  and  he  has  been  treated  two  or  three  times 
by  different  surgeons.  People  get  veiy  callous 
and  careless  about  their  urethras,  and  neglect 
themselves,  and  in  that  way  the  stricture  gets 
tighter  and  tighter  until  at  last  some  day,  or  more 
probably  some  night,  the  patient  finds  that  he 
cannot  make  water  at  all,  and  he  then  sends  for 
you  to  give  him  relief.  These  are  confessedly  very 
difficult  cases  to  treat.  You  do  not  know  anything 
previously  about  the  man,  you  do  not  know  the 
■condition  of  the  urethra,  you  have  merely  his  story 
to  guide  you ;  do*  not,  therefore,  be  deceived  by 
what  he  tells  you  ;  do  not  begiu  at  once  with  vevy 
small  catheters,  but  always  with  a  fair  average 
size.  For  that  purpose  I  do  not  know  that  you 
can  do  better  than  use  the  French  instruments, 
the  olivaiy  catheters,  beginning  with  a  medium- 
sized  catheter  just  to  find  out  how  the  land  lies. 
You  pass  that  steadily  down  the  urethra  until  it  is 
stopped;  then  you  carefully  make  a  little  pressure 
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sand  tiy  and  get  it  through.  If  you  find  that  it 
;is  of  no  use  you  abandon  the  attempt,  and  you 
:  steadily  try  one  instrument  after  another  until  you 
:  get  to  the  very  smallest. 

With  care  and  skill — it  requires  a  considerable 
i  amount  of  skill — you  may  insinuate  through  the 
(Stricture  such  a  very  small  catheter  as  this  which 
'  I  hold  in  my  hand,  a  catheter  equal  to  about  No.  o 
I  on  the  English  scale  (it  is  No.  i  on  the  French 
:  scale),  the  smallest  catheter  I  think  in  use.  You 
:  may  not  succeed,  and  then  you  must  have  recourse 
■  to  silver  instruments.    I  know  that  silver  instru- 
ments are  not  in  fashion  at  the  present  time. 
Some  surgeons  hardly  ever  use  them,  but  I  think 
you  ought  to  be  able  to  use  silver  instruments,  and 
that  you  may  use  them  quite  as  safely  as  the  soft 
ones.    I  presume,  therefore,  that  having  failed 
with  these  soft  instruments,  you  try  a  silver  one, 
Nos.  3,  2,  or  I,  or  No.  o  if  you  have  it,  and  do  your 
veiy  best  to  get  it  in.    And  let  me  say,  without 
wishing  to  urge  any  violence  whatever,  that  you 
must  bear  in  mind  that  in  these  hard  strictures 
you  must  use  a  little  steady  pressure,  but  no  force, 
and  you  must  be  careful  that  the  catheter  does  not 
suddenly  slip  from  your  fingers,  and  make  a  long 
false  passage. 

Then  having  tried  all  you  know  in  the  way  of 
catheters,  you  put  the  patient  under  chloroform, 
and  for  this  reason  :  in  all  these  cases  of  retention 
there  is  a  certain  amount  of  spasm  ;  and  if  you 
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overcome  tliat  spasm  by  chloroform,  you  get  the 
catheter  in  more  easily  than  you  can  without  it. 
Of  course  there  is  the  mechanical  obstruction,  but 
there  is  a  certain  amount  of  spasm  with  it.  When 
the  patient  is  under  chloroform  he  is  necessarily 
recumbent,  and  then  you  have  the  advantage  of 
putting  your  finger  into  the  rectum,  and  seeing 
that  your  catheter  is  not  in  a  false  passage  ;  you 
•can  feel  it  going  in  the  proper  direction,  and  per- 
liaps  assist  it  a  little  in  passing  in. 

In  a  case  of  that  kind,  when  everjrthing  has  been 
■done  in  the  way  of  catheterising  that  is  possible, 
and  yet  the  patient  is  not  relieved,  the  bladder  is 
nearly  or  half-way  up  to  the  umbilicus,  and  the 
patient  is  in  considerable  distress.  It  is  clear  that 
the  patient  cannot  be  left,  because,  if  he  is,  there 
will  be  a  risk  of  the  urethra  giving  way  at  some 
point,  and  possibly  of  the  bladder  giving  way,  but 
that  is,  of  course,  an  extremely  rare  occurrence. 
Therefore  the  problem  resolves  itself  into  what  is 
the  safest  thing  to  be  done  in  a  case  of  retention 
■of  urine  with  an  impassable  stricture.  I  have  no 
hesitation  in  saying  that  the  safest  thing  is  to 
aspirate  the  bladder  above  the  pubes,  and  you 
cannot  well  go  wrong  if  the  aspirator  is  in  projjer 
order,  with  a  fine  needle,  which  you  take  every 
precaution  to  make  aseptic,  carefully  carbolising 
the  whole  machinery,  and  washing  the  skin  of  the 
abdomen  with  carbolic  acid,  then  puncturing  a 
little  way  above  the  pubes.    That  operation  seems 
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to  be  attended  with  as  little  risk  as  possible.  Yet, 
a  year  or  two  ago  there  was  a  paper  read  at  one  of 
the  medical  societies  by  an  eminent  surgeon,  in 
which  he  endeavoured  to  show  that  this  operation 
was  not  free  from  risk.  The  point  was  this,  that 
if  you  let  out  putrid  urine  in  that  way,  it  was 
possible  that  you  might  get  some  of  the  urine  into 
the  cellular  tissue  about  the  pelvis,  and  mischief 
might  occur.  I  think  he  was  quite  right ;  it  is 
quite  conceivable ;  but  fortunately  in  these  cases 
of  retention,  the  urine  is  not  putrid  ;  it  is  usually 
a  case  in  which  the  urine  is  fairly  healthy,  and, 
therefore,  you  may  hope  that,  in  the  majority  of 
cases,  you  will  not  run  much  risk  in  aspirating 
the  bladder  above  the  pubes.  At  all  events,  I 
recommend  you  to  do  that  rather  than  undertake 
any  serious  operation. 

But,  naturally,  aspiration  is  only  a  temporary 
arrangement.  You  would  not  think  of  keeping 
the  aspirator  needle  in.  You  merely  draw  off  the 
urine,  and  then  hope  that  the  difficulty  may  be 
overcome  in  other  ways.  "When  you  have  aspi- 
rated once  or  twice,  it  might  be  better  to  puncture, 
above  the  pubes  with  an  ordinary  trocar  and 
cannula  somewhat  curved,  leaving  the  cannula  in 
(there  is  a  cannula  made  on  purpose).  Patients 
may  no  doubt  go  on  for  years  making  water  in  that 
way  through  a  permanent  opening  above  the  pubes. 
C)n  the  other  hand,  if  you  do  not  choose  to  adopt 
that  method,  there  is  the  much  older  plan  of  punc- 
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turing  through  the  rectum.  There  are  disadvan- 
tages in  that,  and  I  think  that  surgeons  generally 
have  given  it  up.  It  is  still  used  at  Guy's 
Hospital,  I  believe;  because  Mr.  Cock,  formerly 
surgeon  there,  specially  advocated  it,  but  I  do  not 
think  that  the  method  is  often  adopted  elsewhere. 
The  objection  to  puncturing  by  the  rectum  is  this. 
In  the  first  place,  it  is  inconvenient  to  keep  a  tube 
in  the  rectum,  and  in  the  next  place  there  is  a  risk 
of  wounding  the  peritoneum.  The  peritoneum  is 
not  always  so  high  as  it  ought  to  be.  Sometimes 
it  comes  lower  down  to  the  prostate  than  you 
would  expect,  and,  under  those  circumstances,  if 
you  puncture  it,  you  are  sure  to  get  peritonitis. 
Then,  again,  it  is  possible  that  a  little  urine  may 
get  out,  and  thu.s  you  may  get  cellulitis  about  the 
pelvis.  So  that  there  are  several  drawbacks,  and 
altogether  the  operation  is,  I  think,  practically 
superseded  by  the  other  proceeding. 

If  a  man  has  a  tight  stricture  in  the  perineeum, 
which  is  impassable,  and  if  he  has  also  retention 
of  urine,  of  course  it  becomes  a  question  whether 
you  would  not  be  wise,  under  some  circumstances, 
to  operate  in  the  perinaaum  and  divide  the  stricture, 
and,  at  the  same  time,  relieve  the  retention.  I 
quite  allow  that,  under  favourable  circumstances, 
that  is,  perhaps,  the  best  proceeding.  I  mean,  of 
course,  where  you  have  plenty  of  assistance,  plenty 
of  good  light,  and  every  convenience  for  an  opera- 
tion, such  as  we  have  in  hospital  practice.    In  such 
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a  case  an  operation  in  the  pei'inasum  is  perfectly 
justifiable,  and  is  sometimes  better  than  anything 
else.  But  under  the  circumstances  that  many  of 
you  will  have  to  deal  with,  where  the  patient  is 
entirely  isolated,  and  where  you  have  no  conve- 
niences and  no  assistance,  I  should  strongly  advise 
you  not  to  attempt  any  perinaeal  operation.  It  is 
always  a  difficult  proceeding,  and  sometimes  it  is 
an  extremely  arduous  operation  to  perform. 

Now,  if  you  elect  to  do  any  perinseal  operation 
in  a  case  of  retention  of  urine,  I  should  strongly 
recommend  you  to  do  Wheelhouse's  perinteal  sec- 
tion, which  is,  in  fact,  the  only  operation  that 
would  be  performed  at  the  present  day.  Let  me 
point  out  shortly  what  the  operation  is  before  I  go 
on  to  other  matters.  You  take  a  straight  staff, 
like  that  which  I  hold  in  my  hand,  with  a  little 
knob  at  the  end,  and  you  pass  it  down  to  the 
obstruction,  which  is,  of  course,  usually  about  the 
bulb.  The  patient  is  then  tied  up  in  the  lithotomy 
position,  and  the  surgeon  opens  the  urethra  quite 
in  front  of  the  stricture,  presumably  a  healthy 
portion  of  the  urethra.  Having  opened  it  upon 
the  groove,  the  assistant  turns  the  instrument 
round,  and  hooks  it  up  so  as  to  draw  up  the 
urethra  a  little,  and  with  two  pairs  of  forceps 
the  urethra  is  held  open  on  each  side.  Having 
exposed  the  interior  of  the  urethra,  the  operator 
has  to  find  the  orifice,  which  is,  of  course,  exceed- 
ingly small.    He  takes  a  probe-pointed  director, 
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and,  having  passed  tile  i^robe  tlirougli  the  stricture, 
he  pushes  the  director  portion  a  little  on  into  it, 
and  with  a  bistoury  he  divides  it.  Then,  still 
keeping  the  groove  there,  he  passes  a  gorget  into 
the  stricture  and  along  the  urethra,  and  so  guides 
the  catheter  through  the  whole  length  of  the 
urethra,  and  in  that  way  into  the  bladder. 

And  now  I  come  to  the  last  type  of  retention, 
at  the  other  extremity  of  life — in  old  age ;  and 
let  me  say  that  this  is  a  class  of  case  which  you 
are  likely  to  meet  with  in  private  practice.  Old 
people  get  retention  of  urine,  not  because  they 
have  enlarged  prostates  merely,  for  many  men 
have  enlarged  prostates  after  sixty,  and  plenty  of 
them  go  through  life  afterwards  without  having 
retention  of  urine.  The  reason  why  they  have 
retention  is  because  they  get  congestion  of  a 
large  prostate,  arising  generally  from  exposure  to 
cold.  What  happens  is  this :  an  elderly  gentle- 
man, who  has  been  wearing  thick  clothes  all  the 
day,  dresses  in  the  evening  to  go  out  to  dinner, 
and  puts  on  a  very  much  thinner  pair  of  trousers. 
Without  the  slightest  reflection  upon  his  appetite 
in  any  sense  whatever,  he  is  exposed  to  cold  and 
gets  congestion  of  the  prostate.  It  is  very  un- 
chai'itable  to  say  that  all  these  elderly  people  have 
taken  more  wine  than  is  good  for  them,  or  any- 
thing of  the  kind  ;  it  is  not  the  fact.  Perfectly 
reasonable  and  sober  persons  get  retention  simply 
from  exposure  to  cold.    They  find,  when  they  go 
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to  bed,  that  they  are  not  able  to  make  water  ;  they 
go  on  trying,  perhaps,  to  make  water  at  intervals 
during  the  night,  and  late  at  night  or  early  in  the 
morning  you  are  sent  for,  to  find  an  elderly  gentle- 
man in  considerable  distress  because  he  cannot 
relieve  his  bladder.    Such  a  case  as  that  of  course 
requires  a  little  careful  management ;  but,  after 
all,  it  is  not  a  very  desperate  case  to  treat,  unless, 
unfortunately,  the  old  gentleman  has  been  trying 
to  pass  a  catheter  for  himself.  The  cases  which  give 
trouble  are  where  you  find  that  the  patient  has 
been  making  false  passages  with  his  own  catheter. 
Some  time  or  other,  probably,  he  has  been  pro- 
•  vided  with  a  catheter,  and  then,  getting  retention 
'  of  urine,  he  tries  to  use  it,  and  he  makes  himself 
bleed.    In  such  a  case  you  may  have  a  good  deal 
I  of  trouble;  but,  fortunately,  in  the  great  majority 
'  of  cases  no  catheter  has  been  used  when  you  are 
1  first  called  in.    In  going  to  a  case  of  that  kind,  of 
I  course  you  provide  yourself  with  suitable  instru- 
:  ments.    You  want  an  ordinary  English  catheter 
I  of  good  size,  No.  9  or  10.    A  soft  india-rubber 
» catheter  is  also  a  very  useful  thing  ;  and  then 
t  there  are  the  elbowed  or  coiuU  French  catheters, 
i  such  as  the  one  you  see  here.    Usually,  with  one  or 
(Other  of  those  instruments  you  can  overcome  the 
(difficulty  if  you  only  go  to  work  quietly  and 
i  steadily,  giving  your  catheter  a  good  curve,  and 
.'slipping  it  down  until  you  come  to  some  obstruc- 
ttion,then  gently  pressing  against  it  till  the  catheter 
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goes  in.  I  think  that  the  old-fashioned  English 
catheter  without  a  wire  is  the  best  instrument, 
but  the  fashion  rather  runs  on  these  coudes. 

Occasionally  there  are  great  difficulties.  The 
third  lobe  of  the  prostate  rises  up  in  the  floor  of 
the  urethra,  and  makes  it  exceedingly  difficult  to 
get  into  the  bladder,  and  in  these  cases  you  may 
sometimes  advantageously  push  the  catheter  in  as 
far  as  it  will  go  with  the  wire  in  it,  and  then 
withdraw  the  wire  and  push  the  catheter  on  a 
little  further,  and,  softened  as  it  is  by  the  heat  of 
the  urethra,  it  finds  its  way  in.    Of  course  you 
must  bear  in  mind  that  the  projection  of  the 
prostate  may  be  on  one  side,  and  that  is  one 
great  reason  why  you  cannot  put  the  catheter 
straight  in ;  but  you  must  let  it  fit  itself  as  it 
were  to  the  urethra,  and  gradually  find  its  way 
into  the  bladder.    However,  Avith  care  I  believe 
that  all  these  cases  are  to  be  successfully  treated. 
You  may  be  obliged  to  have  recourse  to  a  silver 
instrument ;  it  is  better  not  to  do  so  if  you  can 
help  it,  but  anything  is  better  than  leaving  the 
patient  unrelieved;  and  the  large,  well-curved 
silver  catheter  is  a  very  useful  instrument  in  such 
cases.    The  size  I  prefer  is  about  No.  lO,  and 
you  want  a  good  long  curved  catheter  in  these 
cases.    Sometimes  where  the  other  catheters  have 
been  tried  and  have  failed  you  can  pass  a  catheter 
like  that  without  any  difficulty,  if  you  will  only 
keep  along  the  roof  of  the  urethra. 
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Now,  in  such  a  case  of  retention,  supposing 
that  you  have  drawn  the  water,  what  kind  of 
urine  will  you  expect  to  see  coming  through  the 
catheter  ?  It  is  always  more  or  less  bloody  fi-om 
the  congestion  of  the  prostate.  Patients  are  apt 
to  be  alarmed  by  this,  but  you  need  not  be,  for  it 
is  just  one  of  the  ways  by  which  nature  relieves 
the  congestion  of  the  parts,  and  the  urine  will  be 
bloody  for  some  few  days,  and  then  gradually  will 
clear  up,  and  the  patient  will  recover  his  usual 
habits.  It  is  also  Avell  to  bear  in  mind  that  these 
patients  do  not  at  once  recover  the  use  of  the 
bladder;  they  cannot  micturate  for  some  days. 
The  time  varies  in  different  cases,  but  it  is  not  at 
all  uncommon  to  find  a  patient  who  has  had  a 
bout  of  prostatic  retention,  going  on  for  a  fort- 
night or  three  weeks  before  he  can  thoroughly 
make  water  for  himself.  It  is  always  well  to 
know  that,  so  as  to  be  able  to  warn  the  patient's 
friends  that  you  will  have  to  come  and  draw  the 
water  for  him  for  a  few  days  until  he  recovers 
entirely  the  power  over  the  bladder. 

I  have  now  given  you  all  the  varieties  of  reten- 
tion in  the  male,  from  the  baby  to  the  old  man. 
Let  me  say  a  word  about  retention  in  the  female, 
which  occurs  from  time  to  time  as  the  result  of 
some  displacement  of  the  uterus — the  tilting  back- 
wards of  the  unimpregnated  uterus,  or  possibly  of 
the  impregnated  uterus,  or  may  result  from  the 
natural  changes  of  pregnancy.  In  the  later  weeks 
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Or  days  of  pregnancy,  when  the  uterus  is  pressing 
considerably  upon  the  neck  of  the  bladder,  one 
can  easily  understand  how  it  produces  retention 
of  urine.  I  simply  mention  it  here  because  it 
is  just  one  of  those  things  that  are  apt  to  be 
overlooked.  A  woman  makes  a  certain  amount 
of  water,  but  the  bladder  is  more  or  less  distended, 
and  therefore,  when  you  are  called  in  to  attend  a 
labour,  always  ascertain  whether  the  bladder  is 
empty  or  not.  I  suppose  there  are  no  more  un- 
fortunate cases  than  those  where  a  child's  head 
has  been  allowed  to  press  upon  a  full  bladder,  for 
those  are  the  miserable  cases  where  you  have 
ulceration  and  consequent  vesico- vaginal  fistula. 
If  you  always  pass  a  catheter  or  see  that  the 
bladder  is  empty  in  every  case  of  labour,  you  will 
hardly  ever  have  such  a  thing  as  vesico-vaginal 
fistula. 

There  is  another  class  of  cases  of  female  reten- 
tion which  should  not  be  treated  with  the  catheter ; 
that  is  the  hysterical.  Young  women  sometimes 
cannot  or  will  not  micturate,  and  it  is  a  mistake 
to  use  the  catheter  if  you  can  avoid  it.  Every 
now  and  then  you  are  obliged  to  use  the  catheter, 
but  it  should  not  be  used  if  it  can  be  avoided, 
because  you  can  really  treat  those  cases  more 
satisfactorily  without  it.  The  great  thing  is  to  put 
the  treatment  in  the  hands  of  a  judicious  matron. 
Let  her  put  the  patient  into  a  bath  of  warm 
water,  and  then,  without  giving  her  notice,  throw 
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a  bucket  of  cold  water  over  her  back  and  shoulders. 
The  suddeu  shock  from  the  cold  water  over  tlie 
trunk  will  produce  a  violent  expiratory  effoi't, 
which  will  overcome  the  already  relaxed  muscular 
fibres  of  the  sphincter  vesicce,  so  that  the  urine 
passes,  and  there  is  an  end  of  the  difficulty. 


ON  THE 

COMMON  DISEASES  OF  THE  BREAST. 


To-day  I  will  speak  of  the  common  diseases  of 
the  breast.  Some  of  them  you  may  see  here  in 
the  wards  of  the  hospital,  and  others  you  will  have 
opportunities  of  seeing,  I  have  no  doubt,  in  the 
out-patient  department,  and  you  may  also  meet 
with  them  in  private  practice. 

First,  let  me  say  a  word  with  regard  to  atrophy 
of  the  breast.  You  will,  of  course,  find  different 
individuals  with  their  breasts  differently  deve- 
loped ;  for  in  some  families  there  is  hardly  any 
development  of  the  mammary  region,  while  in 
others  you  find  that  all  the  girls  are  full-breasted. 
The  practical  surgical  point  is  whether  or  not  the 
breast  is  sufficiently  developed,  particularly  the 
nipple,  for  the  duties  of  maternity.  That  is  where 
the  atrophy  of  the  breast,  if  we  may  so  call  it,  be- 
comes important  in  practice.  If  you  are  retained 
to  attend  a  woman  in  her  first  confinement,  it  is 
quite  worth  while  to  take  a  little  trouble  before 
she  is  delivered  to  see  that  she  is  able  to  nurse 
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the  cliild  which  will  be  born.  Many  women  have 
veiy  sessile  nipples  ;  and  you  must  remember  that 
the  nipple  is  not  merely  a  series  of  ducts  for  the 
passage  of  the  milk,  but  that  there  is  a  large 
cj  uantity  of  involuntary  muscular  fibre  in  it,  and 
it  is  because  of  that  involuntary  muscular  fibre 
that  the  nipple,  when  it  is  excited,  becomes  more 
prominent,  thus  enabling  the  child's  mouth  to  re- 
tain it.  You  may  notice  that  when  a  child  is  first 
put  to  the  breast  it  will  not  be  able  to  grasp  the 
nipple,  but,  by  poking  its  nose  and  mouth  against 
it,  the  nipple  is  excited,  so  that  it  becomes  more 
prominent,  and  then  the  child  can  hold  it. 

It  is  quite  woiih  while  to  draw  out  the  nipple, 
if  it  is  too  sessile  for  the  child  to  get  at  it,. by  an 
ordinary  breast-pump.  The  old-fashioned  breast- 
pump,  I  suppose,  has  quite  gone  out  of  use.  The 
more  modern  instrument  is  one  with  which  a 
woman  can  draw  the  breast  herself,  and  may  be 
seen  in  all  the  chemists'  shops.  It  consists  of  a 
little  glass  shield,  with  a  mouthpiece  coming  off 
from  it,  at  which  the  woman  can  suck,  so  making 
a  vacuum  ;  and  the  milk  then  comes  away  and 
collects  in  the  lower  part.  But  a  little  friction 
also  may  do  good  in  developing  the  nipple — a 
little  gentle  rubbing,  too,  will  harden  the  skin, 
and  that  is  an  important  matter.  But  let  me  say 
that  if  friction  is  carried  on  to  an  abnormal  extent, 
it  may  produce  hypertrophy  of  the  breast,  which 
is  a  serious  thing,  leading  to  amputation. 
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You  will  find  that  the  monthly  nurse,  if  she  is 
a  good  one,  will  take  a  little  trouble  to  bathe  the 
nipple  of  a  primipara  with  a  little  brandy-and- 
water,  which  is  a  common  recipe,  and  a  very  good 
one ;  but  one  great  reason  why  nipples  become 
sore  is  that  they  are  so  constantly  wet.  You  may 
not  be  aware  that  many  women  suffer  from  an 
involuntary  flow  of  milk  from  the  breast,  so  that 
their  clothes  are  apt  to  get  wet,  and  I  have  here  a 
little  contrivance  to  be  used  in  cases  of  that  kind. 
It  is  a  flat  glass,  into  which  the  nipple  can  be 
slipped,  and  it  can  be  worn  under  the  dress.  The 
milk  which  is  superfluous  accumulates  in  the  lower 
part  of  the  glass,  and  does  not  wet  the  breast.  It 
is  a  great  point  that  the  nipple  should  be  dry,  and 
that  it  should  be  protected  when  it  is  not  being 
used  ;  otherwise  it  is  apt  to  become  what  is  com- 
monly called  "  chapped."  Now,  a  chapped  nipple 
is  the  beginning  of  a  series  of  troubles,  and  it 
should  therefore  be  cured  as  soon  as  possible.  I 
have  asked  in  the  midwifery  department  of  the 
hospital  what  is  now  the  favourite  remedy  for 
chapped  and  sore  nipples,  and  I  am  told  that  it  is 
glycerine  of  tannin  and  sulphurous  acid,  of  each 
half  an  ounce,  with  one  ounce  of  water.  You 
have  there  the  astringent  effect  of  tannin  and  sul- 
phurous acid,  and  I  have  no  doubt  that  it  is  a  good 
remedy.  There  are  fifty  remedies  for  chapped  and 
sore  nipples  ;  and  perhaps  one  of  the  best  surgical 
ones  is  nitrate  of  silver,  if  properly  applied.  The 
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great  mistake  made  in  the  application  of  nitrate- 
of  silver  for  a  sore  breast  is  in  taking  a  stick  and' 
rubbing  it  on  promiscuously ;  you  then  have .  a 
great  patch  of  caustic,  and,you  may  have  a  large 
sore  on  the  nipple.  The  proper  way  is  to  take  a 
fine  camel-hair  brush  and  wet  it  with  a  ten-grain 
solution,  or  draw  the  brush  over  the  stick  of 
nitrate  of  silver,  and,  having  thoroughly  dried  the 
nipple,  to  paint  into  any  little  crack  that  you  can 
see. 

Some  sore  nipples  evidently  depend  upon  the- 
condition  of  the  child's  mouth.  A  child  with  an 
aphthous  mouth  is  apt  to  produce  a  sore  condition 
of  the  nipple,  and  no  doubt  it  may  be  communi- 
cated from  one  child  to  another  ;  for  if  a  healthy 
child  is  piit  to  a  nipple  of  that  kind,  it  may  pos- 
sibly get  thrush.  Borax  is  the  great  remedy  for 
the  complaint — the  old-fashioned  borax  and  honey,, 
or  the  more  modern  glycerinum  boracis,  applied 
freely  to  the  child's  mouth,  and  also  to  the  nippl& 
of  the  mother. 

These  are  comparatively  simple  cases  ;  the  com- 
plicated and  important  one  is  when  syphilis  is 
present  in  the  child's  mouth.  When  you  get  into 
practice  you  cannot  be  too  much  on  your  guard 
about  syphilis,  that  is  to  say,  you  must  keep  your 
eyes  open  but  your  mouth  shut.  If  you  bear  it  in 
mind,  you  will  avoid  the  errors  into  which  prac- 
titioners are  sometimes  led,  both  as  regards  the 
mother  and  as  regards  the  wet-nurse,  which  is  an 
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important  point.  A  woman,  we  will  say,  has 
borne  a  healthy  child,  and  she  is  unable  to  nurse 
it.  A  wet-nurse  is  engaged,  and  you  find  some 
time  afterwards  that  the  child  develops  a  coppery 
rash  upon  the  body,  with  all  the  symptoms  of  con- 
stitutional syphilis,  and  it  becomes  clear  that  the 
child  has  been  syphilised  by  the  nurse.  Such 
cases  have  occurred  from  time  to  time,  and  they 
are  extremely  serious.  It  is  very  important  that 
in  selecting  a  wet-nurse  you  should  go  thoroughly 
into  the  history  of  her  previous  life,  and  inquire 
whether  she  has  sufiEered  in  any  way  from  sores 
about  the  genitals,  or  whether  she  has  had 
secondary,  or,  possibly,  tertiary  symptoms.  Gene- 
rally the  wet-nurse  is  young,  and  will  not  be 
likely  to  have  got  so  far  as  tertiary  symptoms ; 
but  it  is  not  uncommon  for  a  young  woman  to 
have  unconsciously  secondary  syphilis  from  a 
husband,  or  in  other  ways,  because  wet-nurses  are 
not  always  married.  You  find,  perhaps,  that  there 
is  some  evidence  of  syphilis  in  the  throat,  and  she 
may  communicate  this  to  the  child  she  suckles  by 
kissing  it. 

I  do  not  think  there  is  any  proof  that  syphilis 
can  be  communicated  through  the  milk,  but  what 
more  often  happens  is  that  the  woman's  nipple 
becomes  a  little  sore,  then  you  get  the  child's 
mouth  infected,  and  all  the  symptoms  of  constitu- 
tional syphilis  develop;  and  it  has  sometimes 
happened  in  such  cases  that  the  syphilised  child 
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has  been  put  to  the  nipple  of  a  healthy  woman, 
and  has  again  communicated  syphilis.  You 
cannot  be  too  particular  in  the  choice  of  a  wet- 
nurse,  and  you  should  be  most  particular  in  look- 
ing at  the  child  that  you  give  to  the  wet-nurse. 
If  you  have  delivered  a  woman  who  is  unable 
to  nurse  her  child,  and  who  is  the  subject  of' 
syphilis,  the  child  will  undoubtedly  within  a. 
month  or  six  weeks  after  birth  develop  con- 
genital syphilis ;  and  if  you  have  already  put 
the  child  to  a  wet-nurse,  the  chances  are  that 
it  will  communicate  syi^hilis  to  her,  and  then 
trouble  may  arise — an  action  might  be  brought, 
or  remuneration  would  have  to  be  made.  I  draw 
your  attention  to  these  things  because  mistakes 
are  sometimes  made  simply  through  inattention 
to  them. 

Now,  supposing  a  patient  has  a  simple  ordinary 
sore  nipple,  what  bad  results  may  result  from  it  ?• 
The  first  thing  is  that  the  unfortunate  woman 
with  a  sore  nipple  is  almost  unable  to  nurse  her 
child.  The  nipple  is  so  exquisitely  tender  that 
when  the  child  is  put  to  it  the  woman,  whether  the- 
mother  or  not,  cannot  bear  the  pain.  Under  those 
circumstances,  of  course  you  have  to  do  some- 
thing, and  the  best  thing  you  can  do  is  to  provide 
an  artificial  nipple.  A  glass  shield,  like  that 
which  I  hold  in  my  hand,  is  the  usual  thing. 
Upon  it  there  should  be  fitted  an  ordinary  india- 
rubber  teat,  and  if  that  is  placed  over  the  nipple. 
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•and  the  nipple  is  made  to  go  well  into  it,  with  a 
little  suction  by  the  child's  mouth  the  milk  flows, 
■and  there  is  no  irritation  of  the  nipple.  You  can 
ithen  proceed  with  the  medication  of  the  nipple, 
without  doing  harm  to  the  child. 

But  it  often  happens  that  the  woman  neglects 
herself.  She  has  got  a  sore  nipple,  she  cannot 
nurse  the  child,  and  she  allows  her  breast  to 
become  gorged  with  milk,  which  is  the  first  stage 
■of  inflammation  of  the  breast.  Ton  will  some- 
times have  a  woman  come  to  you  with  a  breast  as 
full  of  milk  as  the  unfortunate  overstocked  cows 
that  are  often  driven  to  the  fair,  not  having  been 
milked  for  twenty-four  hours  before  selling,  in 
order  to  show  the  purchaser  that  they  have  good 
'udders  of  milk.  The  woman  suffers  in  the  same 
way  as  the  lower  animal ;  the  distension  of  the 
breast  is  extreme,  there  is  great  weight  and 
•distress,  and,  if  it  is  not  shortly  relieved,  it  soon 
ends  in  inflammation.  The  mode  of  relieving  it 
is  a  simple  matter.  The  milk  may  either  be  drawn 
with  a  pump,  or  the  breast  may  be  relieved  veiy 
much  by  gentle  pressure  of  the  hands,  the  operator 
standing  behind  the  patient  and  compressing  the 
breast,  so  that  the  milk  is  squeezed  out  without 
difficulty.  I  say  gentle  pressure,  because  if  you 
use  anything  like  violent  pressure,  you  may  do  a 
great  deal  of  harm.  In  the  case  of  new-bom 
•children,  one  sometimes  sees  a  foolish  old  monthly 
nurse  who  observes  a  little  fluid  coming  away  from 
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the  breast  of  a  child  (which  is  not  at  all  uncommon), 
set  to  work  vigorously  to  squeeze  it  out,  and  every 
now  and  then  you  get  in  such  cases  an  abscess  in 
the  breast  of  a  new-born  child.  If,  as  I  have 
said,  the  woman's  breast  is  gently  squeezed,  the 
milk  exudes,  and  the  trouble  may  pass  off. 

If  it  is  necessary  to  stop  the  milk  in  the  breast — 
if,  for  instance,  the  child  has  died,  or  has  been  taken 
away  from  the  mother,  and  the  breast  becomes 
overloaded,  then  there  is  nothing  so  good  as  the 
application  of  belladonna.  At  the  present  time  in 
this  hospital,  and,  I  think,  a  good  deal  through  my 
efforts  and  teaching,  we  usebelladonna  for  most  local 
inflammatory  ailments  ;  but  originally  the  use  of 
belladonna  was  introduced  for  breasts  in  which  we 
wanted  to  arrest  the  secretion  of  milk.  There  is 
no  doubt  that  the  application  of  belladonna  mixed 
with  glycerine  is  the  very  best  remedy  that  you 
can  have  for  that  kind  of  case.  Well  and  tho- 
roughly applied  over  the  breast,  it  tends  to  ai-rest 
the  secretion  of  milk,  relieves  pain,  and  prevents 
the  occurrence  of  inflammation.  Then  suppose 
we  have  the  breast  not  properly  emptied,  it  having 
gone  beyond  that  stage  before  you  see  it,  you 
certainly  will  have  inflammation  set  up  in  the 
breast — general  mastitis,  if  you  like  to  use  the 
word.  There  are  two  theories  with  regard  to  that 
inflammation.  I  believe  myself  that  in  the  great 
majority  of  cases  it  begins,  as  I  have  described, 
in  distension  of  the  milk  ducts ;  but  some  autho- 
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rities  believe  that  the  inflammation  travels  up 
the  ducts  from  the  sore  nipple,  and  they  say  that 
the  nipple  is  the  direct  cause  of  the  inflammation. 
Be  that  as  it  may,  you  find  all  the  symptoms  of 
inflammation — namely,  swelling,  heat,  and  redness 
— and  the  great  thing,  of  course,  is  to  relieve  it 
as  soon  as  possible. 

If  there  is  one  thing  that  a  woman,  who  has  a 
sore  breast,  objects  to  more  than  another  it  is  to 
having  it,  as  she  calls  it,  "  lanced."  If  you  say 
to  a  patient  that  you  are  going  to  lance  her  abscess, 
she  will  probably  button  up  her  dress  and  dis- 
appear, and  you  will  not  see  her  again.  When  I 
used  to  see  the  out-patients  I  generally  got  over 
the  difficulty  in  cases  of  this  sort  by  avoiding  the 
word  "  lancing,"  and  by  making  no  open  show  of 
knives  and  basins.  If  you  open  your  lancet  behind 
your  back  or  in  your  pocket,  and  then  just  make  a 
puncture,  which  is  really  all  that  is  required,  you 
can  let  out  the  abscess  without  any  great  difii- 
culty,  and  your  patient  will  be  only  too  grateful 
for  what  you  have  done.  Of  course,  if  you  are 
going  to  open  an  extensive  abscess,  it  is  wiser  to 
give  the  patient  chloroform ;  but  if  you  have  not 
the  opportunity  of  giving  chloroform,  j-ou  must 
act  artfully  and  open  the  abscess  quite  sufficiently 
without  giving  the  patient  any  pain  ;  the  puncture 
is  so  momentary  and  the  relief  of  tension  of  the 
abscess  is  so  great  that  the  operation  is  really 
painless. 
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With  regard  to  the  opening  of  an  abscess  of  the 
breast,  in  what  direction  should  you  open  it  ? 
No  doubt  the  best  plan  is  to  open  in  the  direction 
of  the  ducts  as  far  as  possible.  You  know,  I  pre- 
sume, that  from  the  nipple  there  are  straight 
ducts  radiating,  and  then  the  lobuli  of  the  breast 
are  arranged  all  round,  so  that  in  making  the 
incision  anywhere  near  the  nipple  you  should 
always  make  it  in  a  line  radiating  from  the  nipple, 
and,  as  far  as  possible,  in  a  dependent  position. 
Of  course,  if  the  abscess  happens  to  be  in  the 
upper  part  of  the  breast,  an  incision  should  be 
made  immediately  above  the  nipple,  that  is  as 
good  a  position  as  you  can  have  ;  but  if  the  abscess 
is  in  the  lower  part  of  the  breast,  clearly  you  must 
make  it  lower  down.  You  must  make  a  dependent 
opening  wherever  it  is,  and  you  must  remember 
the  anatomy  of  the  gland  so  as  not  to  cut  the 
essential  parts  of  the  breast  across  more  than  you 
can  help.  In  the  wards,  from  time  to  time,  we 
see  cases  of  abscesses  of  the  breast,  and  they  are 
invariably  the  neglected  ones,  for  we  do  not  ordi- 
narily take  in  cases  of  common  abscess  of  the 
breast.  Mr.  Holder  has  given  me  the  notes  of 
three  cases  which  we  have  had  in  the  wards  this 
year.  I  will  not  trouble  you  with  the  details  of 
two  of  them,  which  are  very  common  cases,  but 
will  pass  on  to  that  of  a  woman  named  E.  B., 
which  I  will  give  a  little  in  detail. 

She  was  aged  twenty-one,  and  was  admitted  on 
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June  27th.  She  was  confined  with  her  first  child 
(these  abscesses  generally  occur  with  the  first  child) 
on  May  30th,  1888.  She  tried  to  suckle  the  child 
for  two  days,  but  had  not  enough  milk. 

On  June  15th  she  had  great  pain  in  the  right 
breast,  and  during  the  night  the  breast  swelled  to 
a  great  size. 

On  June  i6th  the  breast  was  poulticed  till  the 
pain  ceased.  The  left  breast  swelled  in  a  similar 
way,  and  it  was  poulticed. 

On  June  17th  the  right  breast  began  to  dis- 
charge about  the  lower  border,  and  veiy  soon  a 
number  of  discharging  points  formed,  and  a  large 
amount  of  pus  flowed  during  the  following  week. 
Within  a  few  days  the  left  breast  began  to  dis- 
charge, but  it  was  never  so  bad  as  the  right  one. 

On  June  26th  the  right  breast  ulcerated  right 
through  above  the  nipple.  The  lower  part  of  the 
breast  being  t]iv:s  detached  fell  downwards  by 
its  own  weight,  disclosing  a  large  abscess-cavity 
between  the  breast  and  the  pectoral  muscle. 

On  admission  the  right  breast  was  pretty  well 
converted  into  a  large  abscess.  At  the  top,  two 
inches  above  the  nipple,  many  discharging  points 
joined  together,  forming  a  large,  irregular,  ragged 
wound  of  a  linear  character,  chiefly  transverse. 
The  result  was  the  falling  of  the  breast  in  a  flap 
downwards,  exposing  the  whole  cavity  of  the 
abscess.  Those  who  saw  the  case  can  hardly  for- 
get it ;  the  condition  was  so  remarkable  on  account 
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of  tlie  enormous  destruction  of  tissue,  and  the 
large  abscess,  wliicli  was  very  widely  open.  The 
abscess  was  submammary,  tlie  floor  being  formed 
by  the  pectoralis  major,  the  falling  flap  contain- 
ing the  whole  thickness  of  the  breast,  and,  except 
for  a  questionable  portion  below,  its  whole  sub- 
stance. 

This  is  an  exaggerated   example  of  the  bad 
efiects  of  over-poulticing.    I  do  not  know  whether 
the  woman  had  medical  advice  or  not,  but  she 
seems  to  have  been  advised  to  poultice,  and  that 
is  just  what  is  done  by  ignorant  patients ;  they 
go  on  poulticing  until  they  reduce  the  vitality  of 
the  part,  and  the  whole  of  the  tissues  have  become 
undermined  by  suppuration,  and  then  at  last  the 
woman  has  to  come  into  the  hospital.    Let  me 
'  remind  you  of  what  was  done  before  I  show  you 
1  the  patient.    The  great  point  at  first  was  to  sup- 
;  port  the  breast,  and  you  may  remember  I  insisted 
'  on  its  being  properly  supported  with  plaster.  It 
iis  of  no  use  bandaging  in  these  cases,  but  with 
llong  strips  of  plaster  properly  applied  you  can 
imake  the  pressure  sufficient  to  bring  the  parts 
iinto  position. 

You  now  see  from  the  appearance  of  the 
] patient  before  you,  that  the  description  Mr. 
Holder  has  given  is  perfectly  correct.  There  is  a 
i great  transverse  cut  running  across  the  breast, 
;and  the  whole  breast  fell  down.  On  the  other 
^side  you  see  there  are  scars  of  a  less  severe  suppu- 
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ration,  a  part  of  the  breast  was  a  good  deal  under- 
mined, but  it  was  nothing  compared  with  the 
right  side. 

As  regards  the  treatment  of  these  mammary 
abscesses,  in  the  first  place  let  me  say  that  I  do 
not  decry  poultices.    You  must  have  heard  me 
say  in  the  wards  that  I  have  not  lost  my  faith  in 
the  old-fashioned  linseed  poultice,  and  I  believe 
it  to  be  an  extremely  comfortable  thing  if  properly 
applied,  and  if  the  breast  is  properly  supported. 
The  great  mistake  is  keeping  it  on  too  long.  A 
bad  breast  should  be  held  up  either  with  a  silk 
handkerchief  or  a  bandage.    If  it  is  kept  up  and 
well  supported,  I  have  no  objection  to  poulticing 
for  a  few  hours,  but  as  soon  as  there  is  any  matter 
present  it  ought  to  be  let  out.    That  is  the  difii- 
culty — that  the  matter  is  not  always  at  the  sur- 
face, and  the  surgeon  hesitates  because  his  finger 
is  not  sufficiently  educated  to  be  sure  whether 
there  is  any  matter  or  not,  and  he  allows  it  to 
burrow  ;  whereas  if  he  were  more  up  to  his  work, 
he  would  have  made  a  timely  incision,  and  saved 
all  the  trouble.    For  myself  I  would  much  rather 
make  an  incision  uselessly  in  a  case  of  that  kind, 
before  the  matter  is  formed,  than  I  would  allow 
the  matter  to  burrow,  even  twelve  hours  after  it 
was  formed.    You  do  no  harm  by  an  early  inci- 
sion, for  if  nothing  escapes  you  withdraw  the 
knife,  and  the  puncture  soon  heals ;  but  if  you 
find  the  matter  deeper  than  you  expect,  and  it 
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wells  up  beside  the  bistoury,  you  have  only  to 
eularge  the  opening,  and  the  matter  flows  out. 

If  the  case  comes  before  you  after  the  matter 
has  burrowed,  a  great  deal  can  be  done  by  the 
modern  system  of  putting  in  drainage-tubes, 
which  in  these  cases  ai'e  extremely  useful.  You 
put  a  drainage-tube  properly  arranged,  so  that  the 
opening  shall  be  dependent,  and  the  matter  finds 
its  way  out,  and  you  relieve  the  patient  materially. 
Here,  again,  let  me  warn  you  against  putting  in 
too  many  drainage-tubes  and  keeping  them  in  too 
long.  There  is  sometimes  a  tendency,  when  a 
drainage-tube  is  put  in,  to  leave  it  in  indefinitely, 
whereas  it  does  all  the  good  it  is  likely  to  do  in 
two  or  three  days.  You  will  notice  how  soon  we 
remove  drainage-tubes  here  in  cases  of  amputa- 
tion and  the  like.  It  is  of  no  use  to  leave  them 
in  a  long  time ;  in  fact,  they  become  practically 
setons. 

Then  let  me  give  you  another  caution.  Be 
careful  that  you  do  not  lose  your  drainage-tube. 
I  have  more  than  once  seen  cases  in  which  a 
breast  has  been  drained,  I  have  no  doubt  very 
properly,  but  unfortunately  the  surgeon  has  lost  a 
piece  of  the  drainage-tube.  Months  afterwards 
the  patient  in  such  a  case  comes  back,  and  there 
is  a  great  hubbub  because  the  piece  of  drainage- 
tube  has  come  out  of  a  sinus,  and  naturally  the 
patient  appreciates  the  fact  that  the  trouble  has 
been  kept  up  by  the  tube.    You  should,  there- 
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fore,  have  strings  to  your  drainage-tube,  or  you 
may  adopt  the  plan  you  have  seen  me  use  of 
putting  a  safety-pin  through  the  end  of  it,  which, 
I  think,  is  better,  because  it  always  keeps  the  end 
of  the  tube  flush  with  the  skin. 

So  much  for  the  ordinary  form  of  abscess.  Let 
me  remind  you  that  you  may  have  mammary 
abscesses  in  different  situations.  There  are  three 
common  situations  in  which  an  abscess  may  form. 
First,  you  may  have  it  in  the  straight  tubes 
round  the  nipple.  One  of  these  little  tubes  is 
blocked  by  epithelium ;  the  tube  then  becomes 
distended  with  milk.  If  you  see  it,  you  may  open 
it,  and  call  it  a  little  lacteal  tumour  if  you  like ; 
but  if  it  is  not  seen  and  treated,  it  is  apt  to  sup- 
purate, and  then  you  get  a  little  elongated  abscess 
close  to  the  nipple.  The  treatment  is  quite 
obvious  and  simple,  and  you  merely  incise  it.  A 
more  serious  case  is  the  one  I  have  described — an 
abscess  in  the  substance  of  the  breast.  Then, 
lastly,  there  is  the  form  which  you  meet  with 
occasionally,  but  not  commonly — an  abscess  under 
the  breast.  In  the  case  the  notes  of  which  I  have 
read  to  you,  by  the  time  the  patient  was  admitted 
the  abscess  had  got  under  the  breast,  but  I  do  not 
think  that  it  was  so  originally.  But  there  are 
cases  in  which  the  cellular  tissue  between  the 
breast  and  the  pectoral  muscle  becomes  inflamed, 
and  the  abscess  forms  there,  and  you  have  the 
remarkable  feature  of  the  breast  being  thrust 
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forward  by  a  swelling  behind  it ;  and  the  fluctua- 
tion, instead  of  being  through  the  breast,  is  at  the 
margin  of  it,  and  usually  the  lower  margin.  In 
these  cases,  of  course,  you  would  make  a  free 
incision  below  the  breast  and  let  the  matter  out. 
It  runs  out  readily,  and  afterwards,  by  judicious 
pressure,  you  bring  the  breast  back  again  into  its 
original  position,  and  it  soon  gets  a  firm  attach- 
ment. Those  are  comparatively  simple  cases  if 
thev  are  recognised,  but  I  have  known  an  abscess 
of  that  kind  to  be  taken  for  a  much  more  serious 
disease.  The  patient  was  thought  to  have  a 
rapidly  growing  tumour  of  the  breast,  which,  after 
a  time,  resolved  itself  into  a  small  abscess  over 
the  pectoral  muscle. 

Let  me  now  say  a  word  with  regard  to  a  simple 
matter,  but  one  which  is  sometimes  misunderstood 
from  the  want  of  having  seen  it.  There  is  a  dis- 
ease of  the  skin  which  we  know  as  molluscum 
contagiosum,  which  is  found  upon  children's 
faces,  and  which  you  may  sometimes  find  upon  a 
woman's  breast.  It  is  a  little  collection  of  seba- 
ceous material,  and  if  examined  microscopically 
will  be  found  to  consist  of  cells  packed  together 
in  lobular  masses,  bounded  and  separated  by 
fibrous  tissue.  Some  authorities  do  not  agree  as 
to  its  being  contagious,  but  I  have  no  doubt  it  is 
contagious  in  this  sense,  that  if  a  child  happens 
to  have  it  on  its  face — a  common  situation — von 
will  find  that  the  mother's  breast  will  become 
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inoculated,  and  there  will  be  a  development  of 
molluscura  contagiosum  upon  it.  I  have  here  a 
picture  of  it.  You  see  the  sebaceous  material 
collected  in  the  follicles  of  the  child's  face,  and 
there  is  an  exactly  similar  disease  produced  upon 
the  mother's  breast.  I  am  not  sure  that  it  can 
be  communicated  from  the  mother  to  the  child, 
but  I  am  sure  that  it  can  be  communicated  from 
the  child  to  the  mother.  It  is  not  a  serious  thing, 
but  you  ought  to  be  able  to  recognise  it.  The 
treatment  is  to  squeeze  out  the  little  sebaceous 
collections,  which  heal  up  readily  enough,  as  the 
ordinary  comedones  do  on  the  face. 

Then  there  is  another  thing  which  is  occa- 
sionally found  on  the  skin  of  the  breast — that  is 
keloid.  It  is  not  common,  and  I  mention  it  for 
that  reason.  You  may  meet  with  a  patient  who 
has  developed  keloid  on  the  skin  of  the  breast, 
which  is  very  apt  to  be  mistaken  for  a  more 
serious  disease.  It  is  hard,  and  at  first  sight 
looks  a  little  like  scirrhus.  I  simply  mention  it 
that  you  may  have  your  attention  called  to  its 
occasional  occurrence. 


ON 

CASES  OF  SARCOMA. 


As  I  have  had  occasion  recently  to  operate  xipon 
some  remarkable  cases  of  sarcoma,  I  take  the 
opportunity  of  making  a  few  remarks  upon  this 
form  of  disease.  And,  first,  what  is  meant  now- 
adays by  sarcoma  ?  Modern  pathologists  regard 
as  examples  of  sarcoma  tumours  consisting  of  em- 
bryonic cells  embedded  in  a  matrix,  but  not  con- 
tained in  alveoli  like  the  true  cancers,  the  blood- 
vessels running  between  the  cells  themselves. 
This  is  all  veiy  well  when  the  tumours  ai'e  re- 
moved and  submitted  to  microscopical  examina- 
tion, but  it  will  be  necessary  for  you  to  make  a 
diagnosis,  if  possible,  before  employing  the  knife, 
in  order  to  guide  you  as  to  the  treatment  to  be 
employed. 

Clinically,  sarcomata  differ  very  much  from 
cancers,  although  some  of  them  are  little  less 
malignant.  They  occur  in  young  or  middle-aged 
patients,  and  their  rate  of  growth  varies  directly 
with'  their  malignancy.     Whilst   more  apt  to 
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develop  cysts  than  cancers,  the  tendency  of  sarco- 
mata to  involve  the  lymphatic  system  is  much 
smaller,  except  in  the  case  of  the  melanotic  sar- 
coma, in  which  the  glands  are  early  and  exten- 
sively involved.  The  sarcomata  affecting  bones, 
of  which  we  have  recently  had  examples,  may  be 
best  divided  into  periosteal  and  central,  of  which 
the  periosteal  is  the  more  serious,  both  as  regards 
rapidity  of  growth  and  infiltration  of  surrounding 
structures.  The  periosteal  may  be  spindle-celled, 
round-celled,  or  ossifying ;  whilst  the  central  may 
be  spindle-celled,  round-celled,  or  myeloid,  which 
last  is  undoubtedly  the  least  malignant  of  all. 
The  articular  ends  of  the  long  bones  are  the 
favourite  seats  of  all  these  forms  of  sarcoma  of 
bone,  which  affect  also  very  commonly  the  bones 
of  the  face,  and  especially  the  jaws.  The  recog- 
nition of  a  periosteal  tumour  of  bone  is  compara- 
tively easy,  as  the  growth  can  be  made  out  with 
care  almost  as  soon  as  the  patient's  attention  is 
called  to  the  part  by  the  pain,  which  is  usually  a 
prominent  symptom ;  and  the  way  in  which  the 
periosteal  tumour  creeps  up  the  shaft  of  the  bone 
is  very  characteristic.  The  central  sarcomata  are 
less  defined ;  but  they  have  very  commonly  the 
peculiar  crackling  of  thin  bone  over  them,  and 
not  unfrequently  present  a  very  distinct  pulsation. 
Early  removal  before  the  system  has  become 
infected  by  secondary  deposits  in  internal  organs 
is  the  only  treatment  possible  in  sarcoma.  In 
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the  cases  of  sarcoma  of  bone  the  periosteal  variety 
requires  much  freer  removal  than  the  endosteal, 
on  account  of  its  tendency  to  infiltrate  suiTOund- 
ing  tissues ;  hence  amputation,  if  possible  at  or 
above  the  next  joint,  ofiers  the  only  prospect  of 
permanent  relief. 

The  following  is  a  summary  of  a  case  of  tumour 
of  the  thigh,  which  I  recently  amputated  at  the 
hip-joint  successfully,  and  I  would  especially 
direct  your  attention  to  the  treatment  of  the 
patient  immediately  before,  during,  and  after  the 
operation,  because  I  think  the  recovery  of  the 
girl  depended  a  good  deal  upon  it ;  and,  without 
laying  too  much  stress  upon  rapidity  of  operating, 
it  is,  I  think,  a  mistake  to  run  any  risk  of  loss 
of  life  by  undue  deliberation  and  consequent 
exposure  of  the  patient. 

Case  i  (from  notes  by  Mr.  Pollard,  surgical 
registrar). — E.  M.  J.,  a  girl,  aged  sixteen,  was 
admitted  under  my  care  on  September  26th,  1887. 
She  had  enjoyed  good  health  until  six  mouths 
previously,  when  a  swelling  was  noticed  in  the 
middle  of  her  left  thigh.  This  swelling  rapidly 
extended  upwards  and  downwards.  The  patient 
was  seen  by  myself  nine  weeks  before  admission, 
and  amputation  was  advised,  but  the  patient's 
friends  preferred  to  try  the  powers  of  a  herbalist, 
who  treated  the  disease  for  about  six  weeks. 
During  that  time  the  growth  increased  very 
rapidly  in  size,  and  became  very  painful.  For 
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three  weeks  the  patient  had  been  confined  to  bed. 
On  admission  the  whole  of  the  left  thigh  was 

Fig.  2. 


enormously  enlarged  (Fig.  2).  The  superficial 
veins  stood  out  as  blue  cords,  some  of  which 
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measured  one-third  of  an  incli  across.  The  thigh 
was  veiy  tense,  but  elastic,  and  in  some  places, 
distinct  fluctuation  could  be  obtained.  At  the 
upper  limit  of  the  growth,  close  to  the  groin,  the 
circumference  of  the  thigh  measured  23  inches ; 
at  the  middle  and  lower  end  of  the  growth  it 
measured  25  inches.  The  corresponding  measure- 
ments of  the  sound  thigh  were  1O5,  11 5,  and 
14  inches  respectively.  The  patient  evidently 
suffered  most  severely  from  pain,  which  was, 
however,  almost  completely  controlled  by  an  in- 
jection of  four  minims  (0.4  gr.)  of  morphia  night 
and  morning.  The  weight  of  the  limb  was  so 
great  that  the  patient  was  unable  to  move  it. 
Her  temperature  ranged  between  100°  and  103.2°. 
There  was  some  healthy  skin  in  front  just  below 
the  groin,  and  the  buttock  was  not  implicated  by 
the  disease,  so  I  determined  to  remove  the  growth 
by  disarticulating  at  the  hip-joint.  This  was  done 
on  the  ninth  day  after  admission. 

For  two  hours  before  the  operation  the  limb 
was  supported  at  an  angle  of  110°  with  the  body, 
so  as  to  allow  as  much  blood  as  possible  to  drain 
away  from  the  limb  ;  and  half  an  hour  before  the 
operation  four  ounces  of  brandy  were  injected  into 
the  rectum.  The  circulation  was  controlled  by 
a  Signorini's  toiu'niquet  applied  to  the  aorta. 

Owing  to  the  high  extension  of  the  growth  on 
the  anterior  surface  of  the  limb,  it  was  only  possible 
to  make  a  short  flap  on  that  aspect.   The  anterior 
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flap  was  cut  from  without  inwards.  It  was  com- 
posed of  little  more  than  skin  and  fat.  The  knife 
was  rapidly  sunk  through  the  muscles,  and  the 
•capsule  opened.  As  the  femoral  vessels  were 
divided  and  secured,  a  gush  of  blood  took  place, 
mainly  from  the  distal  side  of  the  section.  After 
the  head  of  the  bone  had  been  disarticulated,  and 
the  muscles  severed  from  the  trochanter,  a  long  and 
fleshy  posterior  flap  was  cut  from  within  outwards. 
Notwithstanding  the  delay  in  order  to  secure 
vessels,  and  the  inability  to  manipulate  the  thigh 
forcibly,  owing  to  the  femur  being  broken,  the 
limb  was  detached  in  less  than  three  minutes. 

There  was  very  little  loss  of  blood.  The  vessels 
'vvere  secured  with  catgut  ligatures ;  the  flaps 
were  adjusted  with  silver  and  catgut  sutures.  Two 
■drainage-tubes  were  inserted  between  the  flaps. 
The  stump  was  dressed  with  iodoform  powder 
and  iodoform  and  salicylic  wools.  During  the 
operation  two  ounces,  and  at  its  close  four  ounces, 
•of  brandy  were  injected  into  the  rectum ;  a  total 
of  half  a  pint  of  brandy  was  given  per  rectum  in 
two  hours.  As  soon  as  the  limb  was  removed, 
the  remaining  one  was  raised  to  an  angle  of  120° 
with  the  body,  and  kept  in  that  position  for 
eighteen  hours.  The  head  was  not  supported  by 
a  pillow,  and  the  foot  of  the  bed  was  propped  up. 

The  patient  showed  no  signs  of  consciousness  for 
two  hours  and  a  half  after  the  operation.  The 
pulse  was  very  rapid  (120  to  140  per  minute), 
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but  responded  to  frequent  small  doses  of  brandy. 
The  dressing  was  changed  five  hours  and  a  half 
after  the  amputation,  as  it  was  soiled  with  fasces. 
The  inner  half  of  the  wound  was  found  soiled.  It 
was  washed  with  carbolic  acid  lotion  ( I  in  30)  and 
solution  of  perchloride  of  mercury  (l  in  500),  and 
re-dressed.  The  inner  part  of  the  dressing  was 
sealed  down  with  collodion.  By  this  time  the 
patient  was  sensible,  quiet,  and  warm.  The 
stump  was  di'essed  on  the  second,  fifth,  sixth, 
ninth,  tenth,  and  twelfth  days  after  the  operation. 
The  drainage-tubes  were  removed  on  the  fifth 
day.  The  temperature  rose  to  103°  on  the  second 
day,  then  sank  below  101°,  and  reached  the 
normal  on  the  sixth  day.  It  afterwards  ranged 
between  the  normal  and  100.4°.  On  the  twelfth 
day  a  quantity  of  pus  was  found  bagging  in  the 
flaps.  The  inner  part  of  the  wound  had  healed, 
but  union  at  the  outer  part  had  failed.  On  the 
sixteenth  day  all  the  stitches  were  removed  and 
the  flaps  were  supported  by  strips  of  strapping. 
After  the  twelfth  the  wound  was  dressed  daily. 
On  the  twenty-fifth  day  the  patient  got  up,  but 
the  flaps  were  not  then  healed.  She  left  the  hos- 
pital on  the  forty-second  day  after  the  operation. 

After  the  amputation  the  patient's  condition 
was  much  improved.  Before  it  she  suffered  severe 
pain,  and  was  quite  helpless  in  bed  owing  to  the 
weight  of  the  tumour ;  after  it  the  pain  soon 
subsided,  and  in  less  than  a  month  the  patient 
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left  her  bed.  On  examination  of  the  pai'ts  re- 
moved, it  was  found  that  the  gi-owth  was  entirely 
got  rid  of.  The  great  size  of  the  latter  was  due 
largely  to  the  presence  of  three  cysts,  which  toge- 
ther contained  ten  pints  of  blood-stained  fluid. 
The  growth  was  a  spindle-celled  sarcoma,  which 
had  commenced  centrally  in  the  shaft  of  the 
femur.  In  some  places  the  tumour  was  covered 
with  plates  of  bone,  but  over  the  greater  part  of 
its  surface  the  bone  had  entirely  disappeared. 
The  upper  and  lower  ends  of  the  femur  were  sur- 
rounded by  the  new  growth,  and  the  bone  was 
broken  at  about  the  junction  of  the  middle  with 
the  upper  and  lower  thirds. 

The  week  following  that  in  which  I  amputated 
at  tne  hip  you  saw  me  amputate  at  the  shoulder- 
joint  of  a  man  whose  history  was  remarkable, 
inasmuch  as  he  was  unaware  of  anything  wrong 
with  his  arm  until  the  bone  broke  on  a  slight 
exertion.    The  following  was  his  history. 

Case  2. — J.  E.,  a  man,  aged  thirty-five,  was 
admitted  on  October  8th,  1887.  There  was  no 
family  history  of  new  growths,  and  his  parents 
had  reached  old  age.  He  was  a  carpenter,  and 
had  frequently  been  struck  on  the  left  shoulder 
by  pieces  of  falling  timber,  but  he  had  never  sus- 
tained any  severe  injury  of  it.  About  five  months 
ago  he  noticed  some  enlargement  of  the  upper 
part  of  his  right  arm.  He  was  able  to  continue 
his  work,  but  with  some  difficulty,  owing  to  pain. 
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until  the  clay  of  admission,  when  he  raised  his 
arm  to  strike  one  of  his  children.  His  arm  then 
dropped  to  his  side.  The  right  shoulder  and 
upper  arm  were  much  swollen,  and  manipulation 
of  the  limb  produced  crepitus  and  increased  mo- 
bility about  the  insertion  of  the  deltoid  muscle. 
There  were  two  well-marked  swellings  in  con- 
nection with  the  upper  part  of  the  shaft  of  the 
humerus,  which  might  have  been  mistaken  for  the 
two  ends  of  the  broken  fragments  overlapping  one 
another  to  the  extent  of  two  inches,  had  it  not 
been  that  there  was  no  shortening  of  the  total 
length  of  the  limb.  It  appeared  evident,  there- 
fore, that  the  swellings  were  due  to  the  presence 
of  a  new  growth,  which  would  also  afford  an  ex- 
planation of  the  occurrence  of  a  fracture  from 
slight  muscular  action  only. 

On  the  fourth  day  after  admission  I  raised  a  del- 
toid flap  and  verified  the  diagnosis  of  new  growth. 
I  then  disarticulated  the  head  of  the  humerus  and 
cut  the  inner  flap  from  within  outwards.  The 
vessels  were  quickly  secui'ed.  Iodoform  powder 
was  dusted  into  the  wound,  and  the  edges  adjusted 
with  sutures.  One  drainage-tube  was  inserted  at 
the  posterior  angle  of  the  wound,  and  a  dressing 
of  salicylic  wool  was  bandaged  on.  During  the 
operation  an  ounce  of  brandy  was  injected  into 
the  rectum.  After  the  operation  the  patient  was 
very  collapsed.  Ten  minims  of  ether  were  injected 
beneath  the  skin,  and  two  drachms  of  brandy  were 
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ordered  every  half-hour.  On  the  day  after  the 
amputation  the  patient  recovered  from  the  shock  ; 
he  was  still  weak,  but  felt  fairly  comfortable.  On 
the  second  day  the  temperature  reached  loi" ;  it 
then  fell,  and  on  and  after  the  seventh  it  was  about 
normal.  The  dressing  was  changed  every  second 
or  third  day.  The  wound  at  first  appeared  to  be 
healing  without  suppuration,  and  on  the  sixth  day 
a  very  small  piece  of  drainage-tube  was  employed. 
On  the  tenth  suppuration  had  occurred,  and  the 
pus  did  not  escape  freely  until  a  stitch  was  re- 
moved and  a  tube  placed  between  the  flaps.  After 
the  last  date  the  progress  towards  recovery  was 
continuous,  and  on  the  twenty-sixth  day  after  the 
amputation  the  stump  was  nearly  healed. 

The  growth  involved  the  anterior  and  inner 
aspects  of  the  humerus.  Its  upper  hmit  was  just 
below  the  neck  of  the  bone,  and  its  lower  at  the 
insertion  of  the  deltoid  muscle.  There  was  an 
oblique  fracture  of  the  humerus,  which  started  at 
the  inner  side  of  the  surgical  neck  of  the  bone, 
and  passed  downwards  and  outwards  to  the  lowest 
point  of  the  attachment  of  the  deltoid.  The 
growth  was  about  the  size  of  an  orange ;  its  sur- 
face was  nodulated  and  hard;  its  microscopical 
structure  was  that  of  a  spindle-celled  sarcoma. 

Both  these  cases  were  examples  of  spindle-celled 
sarcoma,  and  although  the  whole  of  the  apparent 
disease  has  been  removed  it  is  too  early  to  pro- 
nounce positively  as  to  future  immunity,  notwith- 
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standing  the  complete  removal  of  the  bone 
involved.*  In  the  case  of  a  girl  whose  thigh  I 
amputated  last  summer  I  think  we  may  take  a 
hopeful  view  of  her  future,  because  a  section  of  a 
tumour  showed  ossification  to  be  in  progress  ;  this 
I  believe  to  be  a  favourable  circumstance,  as  I 
shall  show  in  another  remarkable  case  which  was 
in  this  hospital  some  years  ago. 

Case  3. — B.  B.,  a  girl  aged  eighteen,  was  ad- 
mitted on  June  2nd,  1887.  She  stated  that  about 
four  years  ago  she  first  noticed  a  painful  swelling 
of  the  lower  part  of  her  right  thigh.  The  swelling 
steadily  increased,  and  ten  months  ago  the  patient 
came  to  the  hospital,  where  she  was  treated  as  an 
out-patient  with  lotions  and.  blisters,  but  without 
obtaining  any  relief.  The  increase  in  size  still 
continued,  and  on  admission  to  the  wards  the 
swelling  involved  the  lower  third  of  the  shaft  of 
the  femur,  and  ended  about  two  inches  and  a  half 
above  the  lower  articular  surface.  The  extent  of 
the  growth  on  the  anterior  surface  of  the  femur 
was  four  inches  and  a  half.  The  circumferential 
measurement  of  the  thigh  opposite  the  middle  of 
the  growth  was  an  inch  more  than  at  the  corre- 
ponding  part  of  the  other  limb.  The  femoral 
glands  were  not  enlarged,  and  no  signs  of  growth 
in  the  lungs  could  be  detected.  On  June  15th  an 
incision  was  made  over  the  outer  surface  of  the 

*  The  girl  died  a  few  weeks  after  leaving  the  hospital,from 
exhaustion. 
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growth,  on  the  femur.  A  portion  of  the  growth 
was  removed  by  the  trephine,  and,  as  it  appeared 
to  be  sarcomatous,  the  limb  was  amputated  at  the 
junction  of  the  middle  and  lower  thirds.  The 
vessels  were  ligatured  with  catgut,  and  the  flaps 
united  with  silver  wire  sutures,  with  intermediate 
ones  of  catgut.  One  large  tube  was  placed  across 
between  the  flaps,  and  a  dressing  of  iodoform 
powder  and  salicylic  wool  applied.  The  tempera- 
ture reached  ioi°  on  the  second  day  after  the  ampu- 
tation. It  then  fell  to  normal,  but  rose  to  1 00°  and 
102°  on  two  or  three  subsequent  occasions.  The 
flaps  united  well.  The  tube  was  entirely  removed 
on  the  tenth  day  after  the  amputation,  and  all  the 
stitches  on  the  nineteenth  day  after.  The  patient 
was  discharged  on  the  forty-fourth  day. 

The  growth  almost  surrounded  four  inches  and 
a  half  of  the  lower  third  of  the  femur,  and  was 
periosteal.  The  base  of  it  was  composed  of  very 
dense  bone,  which  was  continuous  with  that  of 
the  shaft  of  the  bone.  The  depth  of  the  growth 
from  the  surface  to  the  medullary  canal  was 
an  inch  and  a  half.  Its  periosteal  surface  was 
covered  for  a  depth  ranging  between  a  quarter 
and  half  an  inch  with  soft  glistening  tissue, 
which  had  a  fibro-cartilaginous  appearance,  and 
into  this  rays  of  dense  bone  extended  iiTegu- 
larly.  The  microscope  showed  the  growth  to  be  a 
mixed  round  and  spindle-celled  sarcoma,  which 
was  undergoing  chondrification  and  ossification. 
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This  patient  was  seen  on  October  i6tli,  1887.  She 
was  quite  well,  and  there  was  no  sign  of  recurrence 
in  the  stump. 

I  have  taken  some  trouble  to  hunt  up  the 
patients  upon  whom  I  have  operated  for  sarcoma, 
because  I  think  erroneous  deductions  as  to  the 
fatality  of  many  of  these  cases  have  been  drawn 
by  those  who  have  collected  only  a  small  number 
of  cases.  I  wish,  therefore,  to  publish  all  I  can, 
with  a  view  to  arriving  at  clearer  opinions  founded 
upon  sufficient  data.  The  following  is  a  case  in 
which  the  patient  died  two  years  after  the  opera- 
tion, but  we  could  not  ascertain  whether  there 
was  recurrence  or  not. 

Case  4. — R.  H.,  a  woman,  aged  fifty-eight, 
was  admitted  on  February  5th,  1884.  She  had 
noticed  a  swelling  of  her  right  thigh  for  ten 
months.  On  admission  the  growth  occupied  the 
middle  two-thirds  of  the  limb  ;  it  enveloped  the 
front,  the  outer,  and  half  of  the  inner  and  posterior 
aspects  of  the  femur.  The  tumour  was  firm  except 
in  front,  where  there  were  two  rounded  fluctuating 
projections.  The  skin  was  shiny  and  slightly  dis- 
coloured, and  large  veins  coursed  over  the  growth. 
The  circumference  of  the  right  thigh  measured 
seven  inches  and  a  half  more  than  that  of  the  left. 
The  lymphatic  glands  in  the  groin  were  not  en- 
larged. The  tumour  was  aspirated,  and  two 
ounces  of  dark  blood-stained  fluid  were  withdrawn. 
On  the  day  after  admission  the  thigh  was  amputated 
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just  below  tlie  trochanters.  An  anterior  flap  of 
skin  and  fat  was  cut  and  raised.  The  muscles 
were  divided  transversely  down  to  the  bone,  and 
the  latter  was  sawii.  A  posterior  flap  was  then 
cut  from  within  outwards.  Shortly  before  the 
operation  three  ounces  of  brandy  and  three  ounces 
of  water  were  injected  into  the  colon.  The  pulse 
remained  good  during  the  operation,  but  it  became 
very  weak  afterwards.  Frequent  small  doses  of 
brandy  were  given  during  the  following  six  hours. 
The  urine  was  drawn  off"  every  six  hours. 

The  flaps  united  by  first  intention,  except  where 
the  drainage-tube  was  placed.  The  tube  was  re- 
moved on  the  twentieth  day  after  the  operation, 
and  the  stump  appeared  to  be  healed  three  days 
later.  The  temperature  kept  normal  from  the 
ninth  day  to  the  twenty-  sixth,  when  it  rose  to 
lOo'',  and  four  days  later  to  loi".  On  the  thirty- 
third  day  a  little  discharge  escaped  from  between 
the  flaps,  and  so  a  tube  was  placed  at  the  inner 
end.  The  temperature  then  became  normal.  The 
patient  was  discharged  on  the  thirty-eighth  day 
after  the  operation.  The  tumour  was  growing  in 
the  rectus  muscle,  being  limited  in  front  and 
behind  by  the  fascial  sheath  of  the  same.  Along 
the  outer  surface  of  the  femur,  in  the  upper  third 
of  the  part  removed,  the  tumour  approached  very 
close  to  the  bone,  and  here  the  latter  was  (?roded. 
The  growth  was  a  myxo-sarcoma  (spindle-celled), 
and  enclosed  one  large  and  two  small  cavities 
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containing  mucoid  material.  This  patient  died 
in  AprU  1886. 

I  now  come  to  a  remarkable  case  of  sarcoma  of 
the  arm  and  shoulder,  which  was  under  my  care 
in  1883,  and  is  shown  in  Fig-.  3. 

Fig.  3. 


Case  5. — The  patient  was  sixteen  years  old, 
and  the  swelling,  which  had  been  noticed  two 
years,  followed  a  fall.  The  tumour  involved  the 
upper  part  of  the  humerus  and  scapula,  and  on 
July  4th,  1883,  I  removed  the  whole  of  the  upper 
limb,  with  the  scapula  and  outer  third  of  the  cla- 
vicle.   As  the  case  has  been  already  published,*  I 

*  British  Medical  Journal,  July  loth,  1886. 


104 


ON  CASES  OF  SAECOMA. 


need  not  give  all  the  details,  but  it  will  be  suffi- 
cient to  say  that  the  patient  made  a  thoroughly 
good  recovery,  and  on  his  discharge  presented  the 
appearance  shown  in  Fig.  4.  The  growth  was  a 
spindle-celled  sarcoma  undergoing  ossification, 
and  when  I  brought  the  case  before  one  of  the 


Fig.  4. 


Medical  Societies,  I  was  very  positively  assured 
that  the  disease  would  certainly  return  and  kill 
the  patient.  Return  it  did ;  once  seven  months 
and  a  half  after  the  operation,  when  I  removed  a 
small  nodule  frona  the  cicatrix;  and  again  two 
years  and  a  half  after  the  original  operation,  when 
I  cut  a  mass  out  of  the  pectoral  muscle.    That  is 
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now  two  years  ago,  aud  the  patient  is,  as  I  have 
recently  ascertained,  now  in  good  health.  This 
bears  out  what  I  said  before  in  connection  with 
Case  3,  that  cases  of  ossifying  sarcoma  are  more 
favourable  than  others.* 

I  now  show  you  two  living  patients  whom  I 
have  managed  to  bring  here  to-day  to  illustrate 
two  points  :  the  first  is  the  absolute  immunity 
which  follows  thorough  removal  of  myeloid  or 
giant-celled  sarcomata ;  and  the  second,  the  fact 
that  sarcoma  of  muscle  does  not  always  make  the 
rapid  and  fatal  progress  which  is  laid  down  by 
some  authorities. 

Case  6. — J.  S,,  a  woman,  aged  thirty,  was  ad- 
mitted under  my  care  on  October  3rd,  1879.  She 
had  often  suffered  from  rheumatic  swelling  of  her 
joints,  and  about  nine  months  before  admission 
she  experienced  great  pain  in  her  left  shoulder, 
which  also  became  much  swollen.  The  left 
shoulder  was  found  much  enlarged,  owing  to  a 
tense  elastic  swelling ;  the  skin  over  it  was  hot 
and  a  little  red.  Movements  at  the  joint  were 
restricted  and  very  painful.  The  patient  was  dis- 
charged a  fortnight  after  admission,  and  after 
three  months'  absence  she  returned.  The  swelling 
was  much  greater ;  the  skin  was  red  and  hot,  and 
the  superficial  veins  were  distended ;  the  swelling 

*  This  patient  was  again  operated  on  in  December  iSSS, 
and  eventually  died  in  January  i8g[,  with  further  recurrence 
in  the  chest- wall. 
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extended  from  just  above  the  insertion  of  the 
deltoid  muscle  below  to  the  acromion  and  coracoid 
processes  above.  It  appeared  to  be  due  to  a  new 
growth,  and  on  manipulation,  with  the  aid  of  an 
anaasthetic,  the  humerus  was  found  to  be  broken 
at  the  lower  end  of  the  growth. 

On  January  20th,  1880,  the  limb  was  amputated 
at  the  shoulder- joint,  and  a  few  small  pieces  of 
growth,  apparently  in  the  subscapularis  muscle, 
were  cut  away  with  scissors.  The  vessels  were 
secured  with  catgut  ligatures,  the  flaps  were 
united  with  wire  sutures,  a  long  drainage-tube 
was  passed  through  the  wound,  and  a  carbolic 
gauze  dressing  was  applied.  The  temperature 
reached  100.6°  on  the  third  day,  101.4°  the 
sixth,  and  ranged  between  the  normal  and  100.2° 
until  the  eighteenth  day  after  the  amputation, 
and  then  remained  normal.  The  wound  healed 
well,  though  not  completely  by  first  intention. 
The  drainage-tube  was  removed  on  the  thirteenth 
day,  and  the  patient  was  discharged  on  the  thirty- 
seventh  day  after  the  operation.  ■ 

A  tumour  about  the  size  of  a  large  orange  re- 
placed the  head  of  the  humerus,  and  the  shaft  of 
the  bone  was  broken  obliquely  about  an  inch  below 
its  head.  The  growth  contained  a  number  of  blood 
cysts,  and  spicules  of  bone  could  be  felt  here  and 
there  in  its  substance.  The  microscopical  exami- 
nation of  the  growth  proved  it  to  be  a  myeloid 
sarcoma.    This  patient  was  seen  in  October  1 890. 
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She  was  iu  good  health,  and  there  were  no  signs 
of  recurrence. 

The  last  patient  (Case  7)  is,  as  you  see,  a  well- 
. grown  girl  of  eighteen,  Avho  has  a  mass  in  the 
adductor  muscles  of  the  thigh,  but  otherwise  is  in 
good  health,  and  yet  four  years  ago  I  abandoned' 
her  case  as  hopeless  after  two  extensive  operations- 
The  following  are  the  notes  of  her  case. 

Case  7. — A.  K.,  a  girl,  aged  fourteen,  was  ad- 
mitted on  October  1 5th,  1883.  She  had  sustained 
an  injuiy  to  the  inner  side  of  the  left  thigh 
eighteen  months  previously.  This  was  followed 
by  the  formation  of  a  hard  lump  as  big  as  a  small 
apple,  which  disappeared  in  about  a  month  after 
being  painted  with  iodine.  Six  months  ago  a 
tumour  appeared  in  the  same  situation.  It  did 
not  attract  attention  till  it  reached  the  size  of  an 
orange.  Iodine  was  again  applied,  and  the 
tumour  was  thought  to  .diminish  in  size.  On 
admission  there  was  on  the  inner  side  of  the  left 
thigh  a  large  pyriform  mass  as  big  as  a  large 
pear,  and  reaching  to  within  about  an  inch 
and  a  half  from  the  body  of  the  pubes.  The 
mass  was  freely  movable  upon  the  subjacent 
-structures,  and  the  skin  moved  freely  over  it. 
'Neither  the  femoral  nor  inguinal  glands  were 
enlarged.  On  the  second  day  after  admission  the 
tumour  was  exposed  and.  incised,  and  found  to  be 
a  sarcoma.  It  extended  deeply  into  the  limb,  and 
involved  the  muscular  substance  of  the  adductor 
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longus,  gracilis,  and  pectineus.  The  growth  was 
removed  in  three  portions,  and  at  one  time  it 
appeared  that  its  removal  would  necessitate  ampu- 
tation at  the  hip-joint.  The  patient  was  very- 
faint,  and  a  hypodermic  injection  of  ether  was 
given;  an  enema  of  a  pint  of  water  and  three 
ounces  of  brandy  was  thrown  into  the  colon. 
Four  vessels  were  ligatured  ;  a  large  drainage-tube 
was  inserted  in  the  wound,  and  the  latter  closed 
with  sutures.    An  antiseptic  dressing  was  applied. 

The  patient  was  considerably  collapsed  after  the 
operation,  the  temperature  being  96.2°  two  hours 
after.  Frequent  small  doses  of  brandy  were 
administered.  An  abundant  discharge  from  the 
wound  necessitated  a  change  of  the  dressings  at 
the  end  of  three  hours.  The  day  after  the  opera- 
tion the  temperature  rose  to  102.2°  at  7  p.m.,  and 
•at  the  same  hour  on  the  second  day  after  the 
operation  it  was  101.6°.  During  the  next  three 
days  it  varied  between  100°  and  101°,  and  fell  to 
normal  by  the  tenth  day,  and  remained  so  after- 
wards. The  discharge  from  the  wound  was  offen- 
sive on  the  fifth  day ;  on  the  sixth  a  quantity  of 
offensive  pus  was  found  in  the  wound.  The  wound 
was  syringed  out  with  carbolic  lotion,  and  the 
sutures  in  the  centre  of  the  wound  were  removed. 
On  the  ninth  day  the  wound  was  gaping,  and  all 
the  sutures  had  cut  out.  The  wound  gradually 
healed  from  below,  and  the  patient  was  discharged 
on  the  thirty-second  day. 
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On  examination  the  harder  parts  of  the  growth 
\were  found  to  contain  bundles  of  connective  tissue 
jand  well-defined  blood-vessels  ;  other  parts  were 
Ihomogeneous  and  composed  of  spindle-shaped  and 
toval  cells  only. 

She  was  readmitted  five  months  later,  and  stated 
Ithat  the  wound  had  healed  about  a  month  after 
sshe  left  the  hospital.  Three  or  four  weeks  after 
tthe  wound  had  healed  she  noticed  a  lump  in  the 
sscar.  On  readmission  a  firm  tumour  between  the 
jpelvis  and  the  upper  part  of  the  cicatrix  was  dis- 
ccovered to  be  adherent  to  the  adductor  muscles. 
[The  growth  was  exposed  by  an  angular  incision, 
land  a  triangular  flap  of  skin  reflected  downwards. 
'The  tumour  was  then  peeled  o£E  the  pubic  ramus 
jand  dissected  from  the  adductor  muscles,  but  the 
{growth  could  not  be  completely  removed  owing  to 
iits  proximity  to  the  femoral  vessels.  The  tumour 
'was  found  to  be  a  fibro-sarcoma,  like  the  original 
J  growth.  The  temperature  was  102°  the  first  two 
•  days  after  the  operation,  and  varied  between  100° 
land  101°  till  the  fourteenth  day,  when  it  fell  to 
1  normal.  The  wound  suppurated  freely,  and  finally 
1  broke  open.  It  was  granulating  healthily  on  the 
1  nineteenth  day  after  the  operation,  when  the 
ipatient  was  discharged, 

*  This  patient  is  alive  (May  1891)  and  in  good  health. 
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You  know,  gentlemen,  that  I  have  lately  had  here 
under  my  care  a  patient  who  was  sent  up  to  me 
from  the  country  with  the  ordinary  form  of  dropsy 
•connected  with  the  ovary — namely,  dilatation  of 
the  cysts  which  form  the  natural  structure  of  the 
ovary.  When  she  was  admitted  on  Februaiy  1 6th, 
1888,  she  had  an  enormous  abdomen,  as  you  will 
remember.  Although  she  was  only  thirty-one 
years  of  age,  she  looked  a  good  deal  older.  She 
was  somewhat  sallow,  but  otherwise  she  seemed  in 
very  good  health.  The  history  of  the  case  was 
that  she  had  had  one  child,  and  her  abdomen  had 
been  getting  steadily  lai'ger  for  nearly  a  year. 

You  will  remember  that  we  went  into  the 
■diagnosis  at  the  bedside,  and  we  found  that  there 
was  very  distinct  fluctuation  over  the  greater  part 
of  the  swelling,  that  there  was  a  dull  note  over 
the  central  portion  where  the  tumour  existed,  and 
that  there  was  a  clear  percussion  note  on  the 
right  side,  but  one  not  so  clear  on  the  left  side. 
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'  The  left  side  was  somewhat  dull,  and  I  ventured 
to  predict  that  we  should  find  that  the  tumour 
had  formed  a  secondary  cyst,  or  more  cysts,  in  the 
left  region,  and  so  it  afterwards  proved.  The 
fluctuation  was  so  very  distinct  that  it  might 

•  almost  have  been  thought  to  be  a  case  of  ascites 
as  regards  the  wave  of  fluid,  but  of  course  the 
fact  that  the  dulness  was  in  the  centre  and  the 

•  clear  note  at  the  side  negatived  that.  The  only 
'  other  thing  that  it  might  possibly  have  been  was 

•  one  of  those  exceedingly  thin  cysts  which  we  find 

•  connected  with  the  broad  ligament,  which  are 
:  sometimes  no  doubt  parovarian,  and  therefore  cor- 
:  rectly  called  parovarian  cysts,  but  are  better  called 

•  cysts  of  the  broad  ligament ;  but  the  size  nega- 
■  tived  that.  You  never  see  a  parovarian  cyst  or  a 
t  cyst  of  the  broad  ligament  so  large,  and  I  had  no 
<  doubt  that  it  was  a  true  ovarian  cyst. 

I  got  Dr.  WilHams  to  see  the  patient,  and  as 
lie  agi'eed  with  me  in  the  diagnosis,  the  only  ques- 
1  tion,  then,  was  when  and  where  the  operation 
:  should  be  done.  It  so  happened  that  the  room  in 
1  which  we  are  in  the  habit  of  doing  ovarian  opera- 
ttions  in  this  hospital,  most  of  which  fall  into  the 
1  hands  of  Dr.  Williams,  was  occupied  at  the  time, 
jaoid  I  did  not  like  to  leave  the  patient  unrelieved 
'with  such  an  enormous  abdomen,  because  there  is 
aa  risk  in  such  cases  that  some  cyst  might  give 
'Way  accidentally  and  a  quantity  of  fluid  be  poured 
i;into  the  peritoneum,  and  possibly  a  fatal  result 
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ensue.  You  will  remember  that  a  day  or  two 
after  her  admission,  therefore,  I  tapped  her  in  the 
median  line  with  a  large  aspirator-needle — one  of 
the  largest  size — and  drew  off  slowly  thirty-one 
pints  and  six  ounces  of  thickish  fluid.  If  you 
woi'k  that  out  you  will  see  that  it  is  very  nearly 
four  gallons,  and  that  will  give  you  an  idea  of  the 
size  of  the  large  cyst  which  was  tapped.  It  was 
one  cyst  only  that  was  tapped ;  the  other  cysts, 
which  we  found  subsequently,  of  course  not  being 
interfered  with  by  the  trocar. 

One  word  with  regard  to  the  question  of  tap- 
ping. You  will  find  that  there  are  differences  of 
opinion  amongst  authorities  as  to  the  advisability 
of  tapping.  No  doubt  in  this  case  it  was  advis- 
able, because  we  wanted  to  give  relief  and  tide 
the  patient  over  a  few  days  longer ;  but  if  that, 
were  not  the  case,  would  it  be  wise  or  not  to  tap 
the  patient  before  operation  ?  I  think  the  general 
opinion  is  that  it  is  better  not  to  tap.  You  will 
certainly  have  a  little  risk  in  tapping  ;  you  might 
let  out  a  little  fluid  into  the  peritoneum,  and 
possibly  set  up  a  certain  amount  of  peritonitis, 
and  in  that  way  get  adhesions.  Again,  it  is 
possible  that  you  might  disseminate  a  little 
portion  of  some  growth  out  of  the  cyst  itself 
into  the  cavity  of  the  peritoneum.  Therefore  I 
think  you  will  find  that  the  majority  of  authori- 
ties say  that  it  is  better,  save  in  exceptional  cases, 
not  to  tap.    But  this  was  just  one  of  the  excep- 
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tional  cases  where  it  was  well  to  tap,  and  I  do  not 
think  it  did  the  patient  any  harm. 

Now  to  come  to  the  operation  of  ovariotomy, 
which  I  performed  upstairs  in  the  isolated  room 
on  March  9th.  The  patient,  you  will  remember, 
had  a  perfectly  uninterrupted  recovery.  She  was 
removed  downstairs  the  week  afterwards  into  my 
wards  again,  and  I  then  took  out  all  the  stitches, 
and  she  is  now  fairly  convalescent,  and  is  only  wait- 
ing for  the  weather  to  moderate  before  going  home. 
Then  came  the  question  whether  the  operation 
should  be  done  with  strict  antiseptic  precautions 

■  or  not.  It  certainly  was  done  with  strict  antiseptic 
precautions  as  regards  everything  we  could  do  to 
render  our  hands,  our  instruments,  and  sponges 
aseptic,  but  it  was  not  done  wdth  a  spray.  There 

■  was  a  spray  ready,  and  those  who  were  present 
;  may  remember  that  I  declined  to  use  it,  but  I 
/■  allowed  it  to  play  away  in  the  room.    There  can 

be  no  objection  to  that,  because  it  keeps  the  air 

•  of  the  room  sweet,  but  there  is  a  very  great 

•  practical  objection  to  having  the  patient  covered 

•  with  spray  at  the  time  of  the  operation.  If  you 
sallow  the  peritoneum  to  be  sprayed  upon,  un- 
<  doubtedly  you  get  a  certain  amount  of  fluid  into 
i  it,  which  is  undesirable  ;  and,  still  more,  the  spraj^ 
lhas  a  great  cooling  effect  upon  the  intestines, 
'  which  is  certainly  objectionable,  for  it  lowers  the 
]  patient's  vitality,  and  is  apt  to  produce  shock.  T 
t think,  too,  it  is  better  to  avoid  the  possibility  of 
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a  considerable  quantity  of  carbolic  acid  being 
absorbed  by  the  peritoneum.  You  will  remember 
that  the  peritoneum  absorbs  extremely  readily, 
and  if  you  have  a  spi'ay  of  i  in  40  carbolic  thrown 
over  it,  it  is  conceivable  that  you  might  get  more 
carbolic  acid  absorbed  than  is  good  for  the  patient. 

Let  me  finish  this  question  of  using  the  spray 
by  quoting  a  few  sentences  from  a  lecture  given 
the  other  day  at  the  College  of  Surgeons  by  ^Ir. 
Oheyne,  who  is  a  great  authority,  as  you  probably 
know,  upon  antiseptics.  I  quite  agree  with  him 
when  he  says  :  ''  In  former  times  the  peritoneal 
cavity  was  looked  upon  as  one  especially  liable  to 
inflame,  and  it  was  thought  to  be  one  of  the 
triumphs  of  antiseptic  surgery  that  operations 
could  be  jDerformed  on  the  peritoneum  witliout 
bad  result.  The  experience  of  a  number  of 
surgeons  has,  however,  now  shown  that  it  is  not 
absolutely  necessary  for  success  in  operations  on 
the  peritoneum  that  all  bacteria  should  be  ex- 
cluded from  the  cavity ;  in  fact,  this  seems  to  be 
much  less  necessary  than  where  operations  are 
performed  on  other  serous  cavities,  such  as  joints, 
or  on  the  subcutaneous  or  muscular  tissues.  The 
explanation  of  this  surprising  result  is  found  in 
the  nature  of  the  lining  wall  of  the  cavity,  and 
in  the  conditions  under  which  pyogenic  organisms 
find  themselves  there.  The  peritoneum  has  mar- 
vellous powers  of  absorbing  fluids,  and  thus  effu- 
sions into  it  are  very  rapidly  removed,  and  in  this 
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way  micro-organisms  are  deprived  of  the  necessary 
nutrient  material,  while  they  are  also,  in  all  proba- 
bility, absorbed  along  with  the  fluid  and  destroyed 
in  the  blood,  or  excreted."   Then,  in  another  part, 
he  says:  "It  is  evident,  therefore,  that  when 
authors  draw  conclusions  to  the  effect  that  aseptic 
treatment   is   unnecessary  in  surgical  practice 
because  they  obtain  good  results  in  operations 
on  the  peritoneum  without  it,  when  they  take 
care  to  introduce  as  few  of  these  organisms  as 
possible  (in  many  cases  probably  none  at  all  are 
allowed  to  enter),  to  introduce  them  in  as  dilute  a 
state  as  possible,  to  remove  all  the  fluid  and  other 
materials,  such  as  blood-clot,  in  which  they  can 
grow,  and  to  avoid  injury  to  the  peritoneum  as  far 
.  as  they  can,  they  make  an  assumption  which  is 
mot  at  all  in  accord  with  other  clinical  and  ex- 
]perimental  observations.    The  points  which  I  have 
I  mentioned  amply  explain  the  results,  and  bring 
Ithem  into  unison  with  those  of  experiments  and 
(of  clinical  experience  with  regard  to  other  tissues 
(of  the  body."    I  do  not  for  a  moment  say  that  we 
(did  the  operation  without  antiseptics:  we  did  use 
f  antiseptics,  but  the  point  that  I  want  you  to  under- 
s  stand  is  that  I  purposely  did  not  use  the  sjDray, 
a  and  I  think  the  result  shows  that  it  was  not 
t  necessary.    There  are  many  surgeons  who  still 
tuse  the  spray  for  pei'itoneal  operations,  but  I 
t think  that  those  cases  which  you  have  seen  of 
i  intra-peritoneal  operations  where  the  spray  was 
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not  used,  sucli  as  gunshot  injuries,  and  others 
which  Mr.  Barker  has  recently  had  under  his  care, 
most  of  which  have  been  very  successful,  show 
that  a  spray  is  not  necessary  in  operations  upon 
the  peritoneum,  but  had  perhaps  better  be  avoided. 

Then  as  to  the  steps  of  the  operation.  Those 
who  were  present  will  remember  that  I  sim]ily 
made  an  incision  three  inches  long ;  that  I  ex- 
posed the  sac  by  dividing  the  peritoneum  upon  a 
director,  and  that  the  sac  immediately  came  into 
view — a  bluish-looking  thin  membrane,  which  is 
its  ordinary  condition.  There  was  no  peritoneal 
fluid,  and  the  cyst  was  at  once  exposed.  I  put  my 
hand  in  and  broke  down  some  slight  adhesions : 
and  then,  as  you  will  remember,  I  tapped  the  cyst 
at  once  with  Wells's  trocar.  I  first  tapped  the 
large  cyst,  that  was  of  course  the  original  cyst 
which  had  gradually  been  refilling,  and  then  I 
found  other  secondary  cysts,  one  of  which  I  tapped 
as  well.  I  also  found  at  the  back  part,  as  I  ex- 
pected, some  almost  solid  material,  and  I  thought 
it  better  to  enlarge  my  incision  slightly,  perhaps  a 
couple  of  inches  more,  making  it  five  inches  alto- 
gether. I  was  then  able  to  deliver  the  cyst,  as  we 
say,  to  draw  it  out  of  the  peritoneal  cavit}',  and  ex- 
pose the  pedicle.  In  drawing  it  out,  I  found  again 
a  few  slight  adhesions,  and  you  may  remember 
that  the  omentum  was  adherent  at  one  or  two 
points.  I  tore  those  through  and  got  to  the  pedicle. 

]t  was,  as  you  see,  a  wide  pedicle,  formed,  of 
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course,  by  the  broad  ligament  of  tlie  uterus,  and 
you  can  see  here  on  the  cysts  the  end  of  the  Fal- 
lopian tube.  I  transfixed  the  broad  pedicle  with 
an  aneurism  needle  carrying  carbolised  silk.  I 
tied  it  at  first  in  two  portions,  and  then,  cutting 
one  ligature  short,  I  used  the  other  to  put  round 
the  whole  of  the  pedicle,  and  tied  it  again  in  one 
piece.  It  is  a  little  important  to  bear  in  mind 
that  it  is  not  safe  to  tie  a  pedicle  simply  round  as 
you  would  an  artery.  Never  mind  what  the  size 
of  a  pedicle  is,  you  should  transfix  it  and  tie  it  in 
two  halves  by  separate  ligatures.  That  may  be  in 
a  great  many  cases  sufficient,  but  then  it  is  just 
possible  that  there  might  be  a  vessel  in  the  middle 
Avhich  might  have  been  transfixed  by  your  needle 
or  torn  by  the  ligatures.  It  is  therefore  safer, 
though  it  is  not  essential,  to  take  one  of  the  liga- 
tures and  bring  it  round  again  behind  the  point 
where  it  has  been  tied  before,  so  as  to  enclose  the 
whole  of  the  pedicle  again.  You  will  find  that 
some  operators  lay  a  good  deal  of  stress  on  looping 
one  ligature  into  the  other ;  they  say  it  is  not  safe 
to  tie  the  two  halves  separately,  but  that  you 
should  slip  one  ligature  into  the  other.  I  have 
not  done  it,  and  I  do  not  think  it  necessary,  and 
I  have  never  had  trouble  in  any  way  afterwards 
with  the  ligature.  Next  I  cut  the  ligature  short 
and  divided  the  pedicle  with  scissors.  Then  came 
the  examination  of  the  peritoneum  and  stopping 
one  or  two  bleeding  points  in  the  omentum, 
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which  we  tied  with  fine  silk.  Then  the  peritoneum 
was  sponged  carefully  out  and  the  abdomen  closed. 

Now,  it  is  in  closing  the  abdomen  that  Sir 
Spencer  Wells  made  the  great  improvement. 
Previously  to  his  first  operations,  now  thirty 
years  ago,  it  had  always  been  laid  down  in 
surgical  works  that  in  any  case  of  wound  of  the 
abdomen  you  should  be  careful,  in  putting  in 
stitches,  not  to  include  the  peritoneum.  He 
found,  on  a  post-mortem  examination  of  one 
of  his  early  fatal  cases  of  ovariotomy,  that, 
although  the  upper  part  of  the  wound  had  united, 
the  two  peritoneal  surfaces  were  asunder  and  had 
not  united,  and  that  there  was  suppuration  be- 
tween them.  He  made  a  few  experiments  on 
rabbits,  the  results  of  which  you  may  see  in  the 
College  of  Surgeons'  Museum  ;  and  he  found  that 
when  he  carried  the  needles  through  the  peri- 
toneum and  brought  the  two  surfaces  together  he 
had  at  once  adhesion  of  the  peritoneum,  and  the 
wounds  united  rapidly  and  well.  Sir  Sjiencer 
Wells  at  once  published  his  results,  and  ever  since 
that  the  rule  of  surgery  has  been  reversed,  and 
every  one  now  would  put  the  needles  through 
the  peritoneum  and  bring  the  two  adjacent  iieri- 
toneal  surfaces  close  together.  That  is  exactly 
what  I  did.  I  used  a  silk  thread  with  a  needle  at 
each  end,  passed  it  f  j-om  within  through  the  abdo- 
minal wall,  about  half  an  inch  from  the  edge,  and 
put  in  five  sutures,  which  I  tied  fairly  tightly. 
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Then  I  blew  a  little  iodoform  on  the  wound,  put 
a  pad  of  wool  over,  and  plaster  over  that,  to  keep 
the  parts  quiet. 

The  patient  made  a  perfectly  good  recovery. 
We  have  here  the  temperature  table.  I  performed 
the  operation  on  March  9th,  in  the  morning.  The 
temperature  went  up  a  little  towards  the  evening ; 
it  was  ashighas  iOl°at  seven  p.m.,  and  it  was  102.2" 
at  eleven  p.m.    The  next  day  it  went  even  a  little 
higher — 102.4°  and  102.8°  ;  and  at  three  o'clock  it 
was  at  103".    Then  it  gradually  came  down,  and 
in  two  days  it  was  at  the  normal,  and  there  it  con- 
tinued until  the  patient  left  the  separate  ward. 
With  regard  to  the  temperature  in  these  cases,  it 
is  said  that  if  you  use  the  spray  you  get  a  lower 
temperature  than  if  you  do  not  use  it.    I  do  not 
believe  it  for  a  moment.    It  is  true  that  I  did  not 
use  the  spray  here,  and  the  temperature  seems  to 
have  gone  up  a  little,  but  I  can  show  you  in  some 
old  case-books  of  mine  records  of  temperature 
after  ovariotomy  illustrating  this  point.    Here  is 
the  very  first — that  of  a  woman  on  whom  I  per- 
formed ovariotomy  in  1870.    The  temperature  is 
carefully  recorded  throughout,  and  it  was  as  nearly 
a  normal  temperature  as  it  could  be,  except  on  the 
evening  of  the  operation,  and  then  it  was  only 
100.2  .    It  never  went  above  100.6°.    And  this 
was  before  the  days  of  carbolic  spray — practically 
before  the  use  of  antiseptics — because  we  certainly 
took  no  precautions  in  those  days  to  produce 
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aseptic  results.  We  had  cleanliness,  but  nothing 
more.  I  only  want  to  illustrate  the  fact  that  a 
spray  certainly  does  not  keep  down  the  tempera- 
ture, and  that  the  rise  in  temperature  in  this  case 
was  not  due  in  any  way  to  the  want  of  spray. 
What  it  was  due  to  I  cannot  say :  it  is  one  of 
those  curious  things  which  happen  from  time  to 
time.  It  certainly  did  not  mean  any  septic  poison, 
because  the  patient  made  a  perfectly  good  recovery. 

vSo  much  for  the  case ;  now  I  want  to  say  a  few 
words  with  regard  to  the  operation  of  ovariotomy. 
And  first  with  regard  to  the  circumstance  that  I 
and  my  surgical  colleagues  so  seldom  do  it  here. 
It  is  not  our  fault,  it  is  our  misfortune ;  we  do 
not  get  the  cases.  The  fact  is  that  the  gynteco- 
logical  department  sees  these  cases  much  more 
frequently  than  we  do,  and  Dr.  John  Williams 
does  the  operation  so  well  himself  that  he  does 
not  call  in  his  surgical  colleagues  to  assist  him.  I 
am  not  particularly  jealous  of  it ;  I  am  quite 
content  that  he  should  have  his  cases  ;  but  at  the 
same  time  I  should  be  sorry  for  it  to  be  supposed 
that  ovariotomy  is  not  a  strictly  surgical  proceed- 
ing. It  is  a  surgical  operation,  and  it  was  by 
surgeons  really  that  ovariotomy  was  established. 

If  you  go  into  the  history  of  ovariotomy,  you 
will  find  it  was  first  done  by  an  American  surgeon, 
Mr.  McDowell.  I  have  here  a  copy  of  A  McmorinI 
Oration  in  Honottr  of  IJphraim  McDonrU,  fJir 
Foiliri'  of  Ovariotomy,  by  Samuel  D.  Gross,  ]\I.D., 
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the  leading  surgeon  in  America  of  his  clay.  In 
1879  there  was  a  monument,  of  which  I  have  here 
a  photograph,  set  up  to  McDowell  by  the  Ken- 
tucky State  Medical  Society,  and  after  the  manner 
of  Americans  they  got  Dr.  Gross — a  fine  old  surgeon 
— to  make  an  elaborate  speech  (with  which  I  will 
not  trouble  you)  dedicating  this  monument  to 
McDowell.  Then,  as  a  reward  to  Dr.  Gross  for 
having  made  the  speech,  they  did  an  eccentric 
thing :  they  presented  him  with  McDowell's 
knocker,  which  used  to  hang  upon  his  door 
when  in  practice ;  and  I  have  here  a  short 
speech  made  by  a  poor  friend  of  mine,  now  dead 
— Dr.  Cowling,  of  Louisville — in  which  he  speaks 
in  very  high-flown  terms  of  the  different  associa- 
tions of  this  knocker  with  McDowell's  practice. 

McDowell  was,  no  doubt,  the  first  to  perform  the 
operation,  and  it  was  occasionally  done  by  various 
surgeons,  the  late  Professor  Lizars,  of  Edinburgh, 
being  the  first  who  did  it  in  this  country.  In 
London  it  was  done  by  one  or  two  surgeons.  Mr. 
I  Csesar  Hawkins  was,  I  believe,  the  first  who  had 
i  a  successful  case  in  a  London  hospital,  a  great 
I  many  years  ago.    The  late  Mr.  Baker  Brown,  I 
1  think,  did  the  most  at  one  time  to  bring  ovario- 
I  tomy  into  note,  but  he  had  no  very  great  success ; 
:  and  it  was  not  until  Sir  Spencer  Wells  took  it  up 
iin  1858  that  the  operation  may  be  said  to  have 
I  been  established.    There  were  a  few  cases  re- 
c  corded,  but  they  were  mostly  fatal,  and  it  was 
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not  until  about  the  year  i860  that  ovariotomy 
became  a  recognised  operation. 

Now  let  us  see  what  was  the  precise  operation 
in  the  early  days.  The  abdomen  was  opened,  not 
always  in  the  middle  line  ;  I  believe  in  the  earlier 
operations  the  incision  was  made  on  one  side. 
But  certainly  in  the  later  operations  the  linea  alba 
was  incised,  and  then  the  tumour  was  removed 
without  tapping.  That  is  the  great  point,  that 
when  a  lai'ge  incision  was  made,  sometimes  from 
the  ensiform  cartilage  to  the  pubes,  and  the  whole 
mass  of  the  tumour  was  dragged  oat,  naturally  a 
large  quantity  of  intestines  came  out  with  it,  and 
the  only  wonder  is  that  any  of  these  patients  sur- 
vived. The  first  great  improvement  was  limiting 
the  incision  and  tapping  the  cyst,  thus  reducing 
the  bulk  of  the  tumour,  and  so  removing  one  great 
element  of  danger. 

Then  as  to  the  pedicle.  The  first  ti'eatment  of 
the  pedicle  was  exceedingly  simple.  The  surgeon 
tied  it,  and  he  left  two  long  ends  of  thread  hang- 
ing out  of  the  lower  end  of  the  wound,  and  after 
a  few  daySj  if  the  patient  lived  so  long,  the  liga- 
ture came  away  and  was  dragged  out  of  the  wound 
with  a  piece  of  the  pedicle  in  it.  A  few  cases  re- 
covered even  by  that  very  rough  method.  But  the 
first  great  improvement  was  the  idea  that  it  would 
be  better  to  bring  the  pedicle  outside,  and  I  tliink 
that  Mr.  Jonathan  Hutchinson  is  entitled  to  tlm 
credit  of  that.    He  thouglit  that  if  the  pedicle 
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could  be  retained  outside — I  mean  the  cut  end  of 
it — we  should  avoid  a  considerable  amount  of  risk 
of  intra-peritoneal  suppuration,  and  he  devised 
what  is  called  a  clamp.  I  really  had  some  diffi- 
culty in  getting  a  clamp  this  morning  to  show 
you.  The  instrument  is  now  so  completely  gone 
out  of  fashion  that  Mayer  and  Meltzer  could  not 
find  a  complete  one  ;  but  here  is  the  end  of  one, 
and  you  can  easily  imagine  that  it  ought  to  have 
two  handles.  This  is  the  original  of  Mr.  Hutchin- 
son's clamp,  which  was  nothing  more  than  a  pair 
of  callipers.  The  pedicle  was  put  through  and 
squeezed  up  as  tightly  as  possible,  and  then  the 
nut  was  screwed  down.    The  handles  were  taken 

■  off  for  convenience  ;  the  wound  was  brought  toge- 
ther, and  the  clamp  was  left  outside  the  abdomen. 

There   are   various   modifications  of  clamps. 
'  This  was  one  of  Sir  Spencer  Wells's   last,  I 
believe ;   but  I  think   there   is    no  clamp  so 
;  good  as  this  simple  one,  where  the  edges  are 

■  parallel  to  each  other  and  well  serrated.  Of 
I  course,  the  pedicle  being  outside  the  abdomen, 
:  any  action  on  the  end  of  the  pedicle  took  place 
I  outside  the  peritoneum,  and  after  a  few  days  the 
]  pedicle  got  loose  from  the  clamp.  There  was  pro- 
I  bably  no  haemorrhage,  the  vessels  being  stopped 
Iby  the  ordinary  process.  Then  the  pedicle  got 
1  retracted  a  little  into  the  cicatrix,  and  became 
{adherent  there.  That  was  one  of  the  principal 
(objections  to  the  clamp — that  the  end  of  the 
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pedicle,  being  eutaugied  in  the  cicatrix,  was 
left  there,  and  sometimes  remained  raw  and  sore, 
and  occasionally,  not  unfrequently  I  believe,  it 
menstruated.  The  fact  is,  there  was  the  end  of 
the  Fallopian  tube  included  in  the  pedicle,  and 
when  menstruation  took  place  on  account  of  the 
other  ovary  you  were  apt  to  get  a  discharge. 

Those  surgeons  who  were  not  satisfied  with 
the  clamp  tried  to  divide  the  pedicle  with  a 
cautery.  Mr.  Baker  Brown,  I  believe,  was  the 
first  who  did  it,  and  he  did  it  rather  extensively. 
I  have  here  two  of  his  cautery  clamps.  You  will 
at  once  see  how  they  were  used.  Supposing  this 
towel  to  represent  the  pedicle,  it  was  put  thi'ough 
the  clamp  and  the  clamp  was  screwed  up  tight ; 
in  fact,  it  is  very  much  like  a  magnified  Smith's 
pile-clamp.  These  pieces  of  ivory  protected  the 
abdominal  wall  from  injury.  Then  the  cautery 
was  worked  against  the  metal  bar,  and  the  pedicle 
was  cut  through.  Of  course,  if  the  cautery  acted 
perfectly,  nothing  could  be  better  ;  but  practically 
it  was  found — I  found  it  myself — that  when  you 
came  to  let  go  the  clamp  you  were  apt  to  have  a 
little  bleeding,  one  or  two  vessels  spouted,  and  then 
you  were  obliged  to  apply  the  cautery  again,  or  to 
pick  up  the  vessels  separately  and  put  Hgatures  on. 

Then  we  had  introduced  into  this  countrj'-, 
by  the  late  Dr.  Tyler  Smith,  the  suggestion  that 
perhaps,  after  all,  it  would  be  better  to  tie  the 
pedicle  and  cut  the  ligatures  short,  leaving  the 
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ends  in  the  abdomen,  and  that  is  almost  tlie 
universal  practice  in  tlie  present  day.  But  it  is 
risrht  that  it  should  be  understood  that  it  does  not 
at  all  depend  on  the  introduction  of  the  Listeriau 
method  of  treatment,  because  it  was  done  long- 
before  that.  I  remember  seeing  Dr.  Tyler  Smith 
operate  in  1868,  long  before  Lister  brought  out 
liis  system,  and  then  the  pedicle  was  tied  and 
dropped,"  and  the  patient  did  perfectly  well. 
Since  the  introduction  of  antiseptics  Sir  Spencer 
AVells  has  abandoned,  the  clamp,  and  now  drops 
all  his  pedicles  in.  In  his  book  on  the  DicKjnosin 
II ad  Surgical  Treatment  of  AMominal  Tumours,  I 
-see  that  he  takes  more  credit  than  I  should  for 
the  antiseptic  method.  Other  surgeons  also  think 
that  his  success  during  the  last  few  years  since 
1878,  when  he  began  to  drop  the  pedicle  in  and 
at  the  same  time  use  antiseptics,  has  been  due 
rather  more  to  dropping  the  pedicle  into  the 
peritoneum  than  simply  to  the  use  of  antiseptics. 
However  that  may  be,  here  you  have  a  case  before 
you  where  the  pedicle  was  dropped,  where  anti- 
septics were  used  but  not  the  spray,  and  whei'e 
■.the  patient  has  done  perfectly  well. 

Though  1  cannot  speak  of  hundreds  or  thou- 
ssands  of  cases  like  Sir  Spencer  Wells,  I  think  it  is 
rright  that  I  should  give  you  the  result  of  my  own 
ppersonal  experience  of  the  operation.  I  was 
^attached  for  a  time  some  years  ago  to  the  Hospital 
:''for  Women  at  Soho  Square.    AVliile  there  I  had 
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cases  of  ovariotomy — not  very  many.  My  first 
case  was  a  very  bad  one,  in  1870.  There  were 
two  cysts  of  the  broad  ligament,  and  I  used  the 
clamp  cautery.  The  patient  died.  The  second 
case  was  a  woman,  aged  twenty- eight ;  there  was 
a  multilocular  cyst,  and  I  used  the  clamp.  That 
was  the  only  case  in  which  I  have  ever  used  the 
clamp  ;  and  you  will  easily  understand  why.  I 
used  an  ordinary  clamp,  and  thought  that  every- 
thing Lad  done  well;  but  I  was  sent  for  some 
hours  afterwards  in  a  great  hurry,  and  I  found 
the  patient  pale  and  apparently  moribund ;  the 
pedicle  had  slipped  out  of  the  clamp  and  dis- 
appeared into  the  abdomen,  and  the  patient  was 
obviously  bleeding  to  death.  I  at  once  opened 
the  incision  in  the  lower  part  of  the  abdomen, 
got  hold  of  the  pedicle,  and  tied  it.  Unfortunately 
the  patient  had  lost  too  much  blood,  and  died 
some  few  hours  afterwards.  In  the  third  case,  I 
tied  and  dropped  the  pedicle ;  but  it  was  a  case 
of  cancer,  and  cases  of  cancer  almost  invariably 
do  badly,  and  the  patient  died  on  the  thirty-fourth 
day.  One  can  hardly  say  that  she  died  from 
ovariotomy,  but  she  did  not  eventually  recover, 
and  she  died  really  of  cancer. 

With  my  fourth  case  I  was  more  fortunate,  the 
patient  making  a  recovery  ;  but  it  was  a  curious 
recovery,  because  a  singular  accident  happened 
during  the  operation.  It  was  the  case  of  a  woman, 
aged  thirty-seven,  with  very  great  adhesions,  on 
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wlioui  ail  unsuccessful  attempt  at  ovariotomy  had 
previously  been  made.  The  woman  came  to  me, 
and  I  thought  that,  on  the  whole,  I  might  try  and 
do  what  I  could.  I  performed  ovariotomy,  and 
succeeded  eventually  in  removing  a  cyst,  and  she 
got  perfectly  well.  I  will  give  you  short  notes  of 
the  case  from  the  Clinical  Society's  records.  She 
was  thirty-seven  years  of  age,  and  the  circum- 
stances of  the  operation  were  these  :  "  I  found  it 
necessary  to  enlai'ge  the  incision  upwards,  and 
this  I  did  in  the  usual  manner,  raising  the  abdo- 
minal wall  with  two  fingers  passed  beneath  it,  and 
cutting  between  them  with  blunt-pointed  scissors. 
On  completing  the  section  an  unusual  appearance 
at  the  upper  extremity  of  the  incision  attracted, 
my  attention,  and  I  then  found  that  a  piece  of 
small  intestine,  perfectly  empty  and  adherent  to 
the  abdominal  wall,  had  been  divided  in  three- 
fourths  of  its  circumference.  An  assistant  grasp- 
ing the  ends  of  the  divided  bowel,  I  proceeded  to 
complete  the  removal  of  the  ovarian  tumour,  in 
which  I  encountered  great  difficulties  owing  to 
the  firm  adhesions  both  to  the  abdominal  wall  and 
deeply  in  the  pelvis,  and  also  to  the  intestines  on 
the  right  side.  The  cyst  was  connected  with  the 
right  ovary,  and  there  was  a  broad  pedicle,  which 
I  tied  in  two  parts  with  hempen  ligatures  after- 
wards cut  short,  and  the  same  plan  was  pursued 
with  a  long  vascular  band  of  adhesions.  I  now 
returned  to  the  divided  intestine,  which  I  treated 
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on  the  ordinary  principles  of  surgery  by  estab- 
lishing an  artificial  anus  in  the  following  manner." 
With  that  I  need  not  trouble  you.  I  made  an 
artificial  anus  in  the  wound,  and  the  patient  made 
a  complete  recovery.  I  was  able  to  close  the  arti- 
ficial anus  to  a  certain  -extent,  but  there  always 
was  a  little  fistula  left  through  which  a  little 
biliary  fluid  discharged,  otherwise  the  patient 
completely  recovered. 

Now,  let  me  say  at  once  that  a  wound  of 
the  intestine  is  one  of  those  things  that  may 
happen,  and  I  believe  has  happened,  in  ovario- 
tomy both  before  and  since  my  case.  I  see  Sir 
Spencer  Wells  mentions  having  had  a  case  subse- 
quently to  this,  in  which  he  found  that  he  had 
torn  the  intestine  ;  and  he  had  to  remove  a  piece 
of  the  bowel,  and  afterwards  united  the  two 
portions  together  by  sutures— w-hat  we  now  call 
the  Lembert  suture.  The  patient  died,  not 
apparently  from  anything  to  do  with  the  accident ; 
for  at  the  necropsy  it  was  found  that  the  intes- 
tine was  water-tight.  In  my  case  I  did  not 
venture  to  do  that.  I  brought  the  two  ends  out 
and  made  an  artificial  anus,  and  I  think  that, 
on  the  whole,  it  was  best  for  the  patient. 

To  go  on  with  my  list,  in  which  there  now 
come  some  successes.  There  was  a  woman,  aged 
thirty-seven,  who  recovered — that  is  the  case  I 
have  just  mentioned  ;  and  then  there  was  a  woman 
of  thirty-six,  who  recovered ;  and  the  next  was 
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a  woman  of  thirty  with  a  miiltilocular  cyst 
simulating  uterine  tumour — indeed,  it  was  so  like 
a  tumour  of  the  uterus  that  when  I  opened  the 
abdomen  I  was  in  doubt  what  I  should  find ; 
I  removed  the  ovarian  cyst,  and  the  patient 
recovered.  The  next  case  was  a  woman  of  forty- 
nine,  from  whom  I  removed  both  ovaries  with  the 
cautery,  and  she  recovered.  The  next  case  was 
an  unfortunate  one — a  woman  of  forty,  with 
cancer  of  both  ovaries.  I  removed  one  with  the 
cautery  and  the  other  with  a  ligature  ;  but  she 
died.  Then  I  had  a  young  woman  of  nineteen, 
with  a  cyst  of  the  broad  ligament.  Perhaps  I 
ought  to  have  enucleated  that  cyst,  but  it  was  not 
done  in  those  days — I  am  speaking  of  1872;  I 
removed  the  cyst  therefore  with  the  ovary,  and 
she  got  perfectly  well.  Then  in  1873  ^  two 
cases,  both  of  which  I  treated  with  cautery,  and 
both  recovered.  There  were  eleven  cases  altoge- 
ther which  I  had  in  the  Hospital  for  Women. 

Then,  in  this  hospital,  in  1872,  I  had  a  multi- 
locular  ovarian  cyst,  which  I  removed  in  this 
theatre,  using  the  spray,  and  with  all  the  precau- 
tions, as  far  as  we  could  tell,  of  an  antiseptic 
nature  ;  but  the  patient  died.  Then,  in  1 874,  I 
had  here  another  case,  but,  fearing  to  operate  in 
the  hospital,  I  availed  myself  of  Dr.  Graily 
Hewitt's  offer  to  do  it  in  a  house  he  then  had 
in  Gower  Street,  and  the  patient  was  carried 
there.    I  removed  the  tumour,  and  she  did  per- 
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fectly  well.  Then  the  last,  the  fourteenth  case,  is 
the  one  I  have  done  here,  and  she,  I  am  happy 
to  say,  has  made  a  good  recoveiy. 

My  experience,  as  I  say,  is  very  small  compared 
with  that  of  many  other  surgeons.  The  outcome 
of  it  is  this,  that  certainly  in  the  present  day  I 
think  you  should  use  the  ligature,  tie  the  pedicle 
carefully,  and  drop  it  in,  taking  all  precautions  of 
an  antiseptic  nature  ;  but  my  advice  is  not  to  use 
the  spray.  It  is  better  that  the  patient  should  be 
isolated,  and  particularly  that  she  should  be 
operated  upon  in  the  room  where  she  is  going  to 
remain,  so  as  to  avoid  all  risk  of  going  to  and  fro. 

I  think  I  ought  to  say  that  even  the  best 
ovariotomists  occasionally  make  mistakes  in  dia- 
gnosis. The  late  Mr.  Baker  Brown,  who  was  an 
extremely  able  surgeon,  used  to  say  that  no  one 
could  tell  what  an  abdominal  tumour  was  until 
he  had  his  hand  upon  it  inside  the  abdomen  ;  and 
there  is  a  great  deal  of  truth  in  that.  We  make 
elaborate  diagnoses  sometimes,  and  we  find  them 
quite  contradicted  when  we  get  inside.  I  might 
mention  one  case  which  I  myself  had  some  years 
ago,  of  a  patient  who  had  a  cyst  with  very  dis- 
tinct fluctuation,  as  distinct  as  in  the  patient  that 
I  have  lately  operated  on.  I  had  another  opinion 
upon  her  case  from  a  gyna3Cologist  of  eminence, 
who  was  quite  sure  that  it  was  an  ovarian  tumour, 
and  he  recommended  me  to  do  ovariotomy.  I  laid 
the  woman's  abdomen  open,  and  on  manipulation 
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I  found  it  was  not  an  ovarian  tumour  at  all,  but 
an  enormous  cyst  of  the  kidney.  Then  came  the 
question  what  was  to  be  done.  I  think,  if  I  had 
then  known  as  much  about  kidney  surgery  as  I 
do  now  (it  was  many  years  ago),  I  should  simply 
have  tapped  the  patient  from  behind,  closed  the 
abdominal  wall,  and  drained  her  from  behind, 
much  as  in  the  case  of  the  patient  lately  upstairs 
in  No.  5.  But  in  those  days  kidney  surgery  had 
hardly  begun  ;  therefore,  recognising  that  it  was 
a  kidney  cyst,  I  proceeded  to  remove  it  in  the 
same  way  that  you  would  do  an  ordinary  nephrec- 
tomy from  the  front.  I  removed  an  enormous 
cyst,  and  without  very  much  difficulty  tied  the 
pedicle,  and  the  patient  survived  the  operation 
for  some  days ;  but  she  died  of  a  low  form  of 
peritonitis,  which  I  believe  might  have  been 
obviated  by  drainage.  I  say  so  now  because  we 
know  so  much  more  about  these  things  than  we 
did  then.  But  this  is  by  no  means  a  solitary 
case.  I  myself  have  seen  a  well-known  operator 
make  the  same  mistake,  and  find  a  kidney  cyst 
instead  of  an  ovarian  cyst.  I  have  also  seen  the 
spleen  mistaken  for  an  ovarian  tumour,  and  I 
suppose  it  is  hardly  possible  to  avoid  occasional 
mistakes  in  diagnosis.  But  when  you  have  a  case 
before  you,  having  made  a  fair  diagnosis  that  it 
is  ovarian,  the  only  way  really  to  settle  its  nature 
is  to  put  your  hand  inside  the  abdomen,  and  then 
deal  with  it  in  the  way  I  have  described. 


ON 

TUMOURS  OF  THE  SCROTUM. 


I  PURPOSE  to-day  to  speak  of  tumours  of  tlie 
scrotum.  It  is  a  very  important  subject,  one 
whicli  is  constantly  coming  before  us  Here  at  the 
hospital,  and  I  need  hardly  add  that  tumom-s  of 
the  scrotum  pretty  frequently  come  before  can- 
didates for  examination. 

Let  me  say  at  once  that,  having  seen  a  good 
deal  of  the  examination  of  tumours  of  the  scrotum 
by  students,  it  seems  to  me  that  a  great  many 
of  them  do  not  know  how  to  go  to  work.  There 
is  a  right  and  a  wrong  way  of  examining  a  case, 
and  the  wrong  way  is  to  seize  hold  of  the  tumour 
and  put  the  patient  to  pain.  Naturally,  the 
sufferer  does  not  like  it  and  resents  it,  and  I 
presume  that  if  he  were  a  private  patient  he 
would  transfer  his  attendance  elsewhere ;  he 
would  not  put  uj)  with  it  for  a  moment.  The 
first  thing  you  have  to  ascertain  is  whether  the 
tumour  is  really  scrotal,  or  whether  it  is  abdominal 
and  has  come  down  into  the  scrotum  ;  of  course. 
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that  is  a  matter  of  vital  importance.  If  it  is  a 
scrotal  tumour,  it  is  a  comparatively  simple 
matter ;  if  it  is  a  tumour  whicli  has  come  down 
from  the  abdomen  into  the  scrotum,  it  may  be  a 
very  urgent  matter,  especially  if  a  hernia.  This 
is  most  conveniently  ascertained  by  sitting  down 
in  front  of  your  patient  and  employing  your 
right  hand  if  the  scrotal  swelling  is  on  the  left 
side,  and  vice  vcrsd.  What  you  want  to  do  is  to 
feel  with  the  fingers  and  thumb  whether  you  can 
make  out  the  spermatic  cord  above  the  swelling, 
or  whether  there  is  something  obscuring  it.  If 
you  can  feel  the  spermatic  cord,  and  nothing  else 
with  it,  it  is  clear  that  the  tumour  must  be 
entirely  scrotal,  and  cannot  have  come  down  from 
above.  If,  on  the  other  hand,  you  feel  the  swell- 
ing going  right  up  into  the  groin,  the  probability 
is  that  it  has  come  down  from  above.  I  say  the 
probability,  because  it  is  not  quite  certain  even 
then,  for  every  now  and  then  hydroceles  do  pro- 
trude up  from  the  scrotum,  and  sometimes  even 
invade  the  inguinal  region  ;  but  that  is  the  ex- 
ception rather  than  the  rule. 

These  abdomino-scrotal  cases  may  be  at  once 
conveniently  divided  into  reducible  and  irreducible, 
by  laying  the  patient  down  and  applying  gentle 
pressure.  A  reducible  tumour  is,  of  course,  j^Twid 
facie  a  hernia.  When  reducible  with  a  little 
manipulation,  it  will  go  up,  if  it  is  intestine,  with 
that  characteristic  "slip  and  gurgle''  which  we 


134  ON  TUMOUES  OF  THE  SCROTUM. 

all  recognise  as  leading  symptoms  of  hernia.  But 
you  must  bear  in  mind  that  you  will  have  the  sac 
left  alongside  the  cord,  and  that  commonly  you 
have  the  sac  considerably  thickened  in  old-stand- 
ing cases.  Again,  a  hernia  may  be  composed 
entirely  of  omentum,  in  vrhich  case  it  has  no  im- 
pulse on  the  patient  coughing,  and  the  omentum, 
although  it  may  be  pushed  back,  will  go  up  in  a 
very  different  way  from  the  slip  of  the  intestine. 
It  requires  manipulation  really  to  push  it  back, 
and  the  knotty  feel  of  the  omentum  is  so  entirely 
different  from  the  feel  of  intestine  that  you  ought, 
with  a  little  experience,  such  as  you  may  get  in 
ordinary  student  life,  to  be  able  to  distinguish  it. 

Then,  let  me  say,  an  omental  hernia  is  very 
commonly  irreducible.  It  often  happens  that-  a 
piece  of  omentum  has  come  down  and  has  been 
so  for  months  or  even  years,  and  has  got  certain 
attachments  to  the  sac,  and  the  result  is  that  you 
cannot  put  it  back ;  it  is  practically  an  irreducible 
hernia.  Of  course,  occasionally  intestine  is  irre- 
ducible— not  so  commonly,  I  think,  in  the  inguinal 
as  in  the  femoral  region.  Still  it  may  be  in-e- 
ducible,  and  then  you  would  recognise  it,  of 
course,  not  by  the  slip  and  gurgle  that  I  have 
mentioned,  but  by  the  general  sensation  conveyed 
to  your  hand,  by  the  feel  that  it  is  intestine 
containing  more  or  less  gas,  and  by  the  very 
important  symptom  that  when  you  percuss  over 
it  carefully  with  your  fingers  in  the  oi-dinary  way 
you  elicit  a  clear  note. 
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Now  let  us  take  the  other  so-called  reducible 
tumours.  I  should  put  second  congenital  hydrocele 
— a  form  of  hydrocele,  as  you  all  ought  to  know, 
in  which  the  tunica  vaginalis  still  communicates 
with  the  abdominal  cavity.  It  is  seldom  seen 
except  in  children,  but  every  now  and  then  occurs 
later  on  in  life.  In  a  child  you  get  a  tumour 
which  you  recognise  at  once  as  a  hydrocele,  but  it 
has  the  peculiarity  that,  when  you  lay  the  child 
down  and  hold  the  scrotum  up,  the  fluid  dis- 
appears, or,  if  you  have  the  patient  standing,  with 
a  little  manipulation  you  can  still  squeeze  the 
fluid  into  the  abdomen.  The  way  in  which  that 
congenital  hydrocele  returns  into  the  abdomen  is 
quite  difierent  from  the  return  of  a  hernia  :  there 
is  nothing  of  the  characteristic  slip  and  gurgle, 
but  it  is  simply  a  flow  of  the  fluid  by  gravity  into 
the  peritoneal  cavity  when  you  hold  the  scrotum 
up.  It  is  very  important,  of  course,  to  recognise 
this  in  a  child,  because,  if  you  make  the  serious 
mistake  of  tapping  it  without  recognising  it,  it  is 
conceivable  that  you  might  be  led  to  inject  iodine, 
and  find  that  you  had  injected  the  peritoneal 
cavity  and  set  up  peritonitis. 

Then  the  third  form  of  reducible  tumour  is 
hydrocele  of  the  cord,  which  is  not  strictly  reducible, 
although  it  appears  to  be  so  in  some  cases.  I 
refer  to  a  little  sac  shut  off"  from  the  funicular 
process  of  the  peritoneum  and  not  absorbed  com- 
pletely, but  still  containing  some  fluid.  It  forma 
a  little  tumour,  which  slips  up  and  down  along- 
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side  the  cord  with  a  little  gentle  manipulation. 
If  you  take  hold  of  the  cord  and  pull  it  down,  you 
generally  pull  the  tumour  down  with  it,  and  when 
you  let  go  perhaps  the  tumour  disappears ;  still 
with  a  little  manipulation  you  can  get  it  down, 
and  then  it  eludes  your  finger  and  slips  up  again. 
But  there  it  is  always  of  the  same  size ;  it  does 
not  vary  in  the  least.  The  only  interest  in  con- 
nection with  it  is  that  it  is  often  mistaken  for 
hernia.  I  have  had  children  brought  to  me  over 
and  over  again,  even  the  children  of  medical  men 
more  than  once,  who  were  supposed  to  have 
hernia.  A  little  care  in  examination  showed  that 
it  was  not  a  hernia — that  it  was  simply  a  tumour 
containing  fluid,  and  very  elastic.  You  can  fre- 
quently cure  those  cases  at  once  by  a  simple 
puncture,  drawing  off  a  small  quantity  of  straw- 
coloured  albuminous  serum. 

Lastly,  I  may  mention  varicocele,  since  it  is 
reducible  to  a  certain  extent,  and  no  doubt  is 
often  misunderstood  because  a  large  varicocele 
has  a  very  distinct  impulse  on  coughing.  It  is  a 
curious  thing,  but  it  is  only  of  late  years  that  we 
have  been  able  to  get  an  impulse  on  coughing 
put  down  and  recognised  in  the  books  as  one  of 
the  symptoms  of  varicocele,  although  I  presume 
it  has  existed  from  time  immemorial.  Thus, 
having  an  impulse  on  coughing  when  you  make 
the  patient  stand  up,  the  varicocele  becomes,  of 
course,  distended  with  blood  (varicocele,  I  need 
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hardly  say,  is  a  bundle  of  distended  spermatic 
veins) ;  you  can  reduce  the  distension  by  a  little 
pressure,  and  in  that  sense  it  is  reducible ;  not 
reducible  like  hernia,  nor  exactly  like  hydrocele 
of  the  cord,  because  you  can  squeeze  the  fluid  out 
of  the  veins,  and  when  you  take  off  the  pressure, 
the  fluid  comes  down  again  without  any  straining 
if  the  patient  is  erect.  One  of  the  best  tests  for 
varicocele  is  this.  You  lay  the  patient  down,  and 
squeeze  the  fluid  blood  out  of  the  veins ;  you  put 
the  finger  firmly  on  the  abdominal  ring,  and  then 
you  let  the  patient  stand  up,  still  keeping  the 
finger  on  the  ring.  Of  course,  if  it  were  anything 
from  above,  either  a  hernia  or  a  hydrocele  of  the 
cord,  the  effect  of  applying  your  finger  there 
would  be  to  prevent  its  filling ;  but  you  will  find, 
as  the  patient  stands  up,  that  in  two  or  three 
minutes  the  veins  fill,  of  course  from  below,  and 
there  is  the  varicocele  below  the  finger  as  full  of 
blood  as  ever. 

We  have  discussed,  then,  the  four  reducible 
tumours  of  the  scrotum — hernia,  congenital  hydro- 
cele, hydrocele  of  the  cord,  and  varicocele ;  and 
we  now  come  to  the  true  scrotal  tumours.  When 
you  have  a  tumour  which  is  distinctly  scrotal,  the 
first  thing  you  have  to  ascertain  is  whether  it  is 
or  is  not  a  hydrocele,  a  hydrocele  being,  of  course, 
a  common  affection.  We  have  here  a  patient  who 
tells  me  that  he  was  last  tapped  five  months  ago, 
and  I  see  by  his  paper  that  he  has  been  tapped 
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five  times,  and  I  presume  that  the  sac  is  now 
pretty  well  filled  again.  It  is,  as  you  see,  a  fairly 
well-marked  ordinary  hydrocele.  I  will  proceed 
to  examine  it  according  to  my  own  teaching. 
First,  we  have  to  ascertain  whether  the  cord  is 
quite  clear.  Here  it  is  perfectly  clear,  and  below 
it  there  is  a  very  elastic  tumour,  large  enough  in 
this  case  to  give  signs  of  fluctuation. 

Let  me  warn  you,  however,  against  always  ex- 
pecting to  get  fluctuation  in  a  case  of  hydrocele.  It 
must  be  large  in  the  first  place,  and  it  must  not  be 
too  tense  in  the  second,  or  you  will  not  get  fluctua- 
tion. But  when  you  have  a  hydrocele,  however 
small  it  may  be,  you  will  always  get  the  feeling  of 
elasticity  which  is  so  characteristic.  This  is  a  large 
hydrocele,  and,  as  you  see,  I  can  manipulate  it, 
and  almost  show  you  at  a  distance  that  there  is 
fluctuation.  Then  let  me  call  your  attention  to 
the  fact  that  it  conceals  the  testicle.  You  can 
see  nothing  of  the  testicle  at  all.  There  is  the 
healthy  testicle  on  the  opposite  side,  but  here  the 
testicle  is  entirely  concealed ;  if  you  remember 
the  anatomy  of  the  parts,  you  will  know  that  the 
testicle  is  entirely  at  the  back.  I  have  before 
now  heard  it  said,  "  It  cannot  be  a  hydrocele, 
because  I  can't  feel  the  testicle."  Now,  I  should 
have  said  that  that  was  the  very  reason  why  it 
was  a  hydrocele,  because  the  testicle  could  not  be 
felt.  I  quite  allow  that  if  you  know  where  to 
look  for  the  testicle,  if  you  feel  at  the  back  of  the 


ON  TUMOURS  OP  THE  SCEOTUM.  139- 

tumoui",  you  can  generally  get  some  indication  of 
its  presence.  I  can  feel  this  man's  testicle  now,, 
and  I  have  no  doubt  that  if  I  pinched  it  he  would 
not  like  it ;  but  if  you.  have  a  hydrocele  a  good 
deal  larger  than  this,  the  testicle  might  be  so 
completely  overlapped  by  it  that  you  would  not 
feel  it  at  all. 

We  have  here,  then,  a  very  elastic  pyriform. 
swelling,  which  is  characteristic  of  a  hydrocele^ 
In  order  to  be  sure  about  it,  let  me  apply  the  last 
test — that  of  translucency.  It  is  here  that  a. 
great  mistake  is  often  made,  and  I  want  to  show 
you  the  proper  way  of  examining  a  scrotum  for 
translucency.  You  let  the  patient  stand,  and  you 
sit  down  in  front  of  him.  You  then  have  a  light 
held  on  the  side  where  the  hydrocele  is.  If  you 
put  the  light  on  the  opposite  side,  of  course  there 
are  the  other  testicle  and  the  penis  both  in  your 
way ;  but  if  you  have  the  light  held  on  this  side, 
you  will  have  it  at  once  close  to  the  hydrocele, 
and  you  will  have  very  little  difficulty  in  getting 
translucency,  provided  you  make  the  scrotum 
tense.  That  is  the  mistake  that  is  made  by  a 
great  many  persons — the  parts  are  held  so  unskil- 
fully that  the  scrotum  is  not  tense,  and  if  you 
have  it  loose  it  stands  to  reason  that  you  do  not 
get  the  light  transmitted  readily  through  it.  If 
you  have  any  difficulty  in  the  matter,  you  can 
easily  get  over  it  by  using  a  roll  of  paper  or  a 
stethoscope  to  look  through,  and  you  at  once 
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recognise  the  pink  glare  caused  by  the  transmitted 
light. 

I  will  now  tap  the  swelling  in  order  to  demon- 
strate that  it  is  a  case  of  hydrocele,  though  I  have 
no  doubt  about  it  myself.  I  begin  by  making  it 
tense ;  then  I  plunge  in  the  small  trocar  and 
cannula,  and  at  once  get  the  straw-coloured  fluid, 
which  I  will  demonstrate  to  you  contains  albumen 
in  large  quantity  by  the  addition  of  a  little  nitric 
acid. 

Supposing,  however,  that  we  had  a  tumour  of  the 
scrotum  resembling  to  all  intents  and  pui-jDoses 
that  swelling  which  I  have  demonstrated  to  be  a 
common  hydrocele,  it  might  yet  not  be  a  common 
hydrocele  after  all.  If  you  get  an  encysted  hydro- 
cele growing  to  a  large  size,  I  do  not  think  any- 
body can  be  quite  sure  before  tapping  whether  it 
is  an  ordinary  hydrocele  or  not.  If  it  is  a  small 
encysted  hydrocele,  you  may  be  quite  sure,  for 
you  find  a  small  elastic  swelling  connected  with 
the  epididymis,  which  is  the  usual  position  of  it, 
and  you  tap  it  with  a  trocar  and  cannula  and 
draw  off  the  fluid.  I  have  not  the  opportunity 
of  showing  you  a  case  of  that  kind,  but  the  fluid  is 
quite  different  from  ordinary  hydrocele  fluid.  It 
is  either  perfectly  clear  water  or  it  is  a  sort  of 
opalescent  fluid,  looking  very  like  poor  milk-and- 
water,  and  it  is  really  the  fluid  of  a  cyst  developed 
in  connection  with  the  epididymis,  and  generally 
containing  spermatozoa. 
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So  much  for  hydrocele.  Now  for  the  other- 
tumours  of  the  sci'otum.  We  have  in  the  ward  at 
this  moment  an  old  man  who  has  had  hconatoccle- 
following  upon  a  hydrocele.  A  heematocele  is 
a  collection  of  blood  in  the  tunica  vaginalis,, 
which  may  arise  in  more  than  one  way.  It  may 
be  an  acute  haematocele  resulting  from  injury. 
A  man  has  received  some  blow,  a  kick  on  the- 
scrotum,  and  almost  immediately  he  finds  a 
swelling.  This  is  partly  due,  no  doubt,  to  blood 
effused  under  the  skin,  an  ordinary  bruise,  but  in 
many  cases  you  also  find  a  distinct  collection  of' 
blood  in  the  tunica  vaginalis.  A  recent  haamato- 
cele  is  much  more  globular  in  shape  than  a  hydro- 
cele, as  you  might  expect,  for  a  hydrocele  is  a 
very  slow  affair,  and,  as  it  forms,  it  distends  the- 
tunica  vaginalis,  and  gives  the  characteristic  pyri- 
form  shape.  But  if  you  take  an  ordinary  healthy 
tunica  vaginalis  and  suddenly  distend  it,  of  course 
it  is  more  or  less  globular,  and  so  a  recent  htema-- 
tocele  is  globular  rather  than  pyriform.  In  the 
patient  to  whom  I  refer  the  htematocele  was 
distinctly  pyriform  for  this  reason  :  he  had  a 
hydrocele  first,  which  had  been  tapped  on  more 
than  one  occasion,  and  on  the  last  occasion,  for- 
some  reason  or  other,  it  filled  with  blood. 

Now,  people  are  sometimes  uncharitable  enough 
to  say  that  because  a  hydrocele  has  been  converted' 
into  a  htematocele  the  surgeon  must  have  made 
some  blunder — perhaps  pricked  the  testicle.   I  can 
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•  assure  you  tliat  it  does  not  at  all  jiecessarily 
follow.  I  am  not  responsible  for  this  case,  be- 
cause another  surgeon  operated ;  but  I  have  had 
the  same  thing  occur  to  myself,  and  I  am  sure 
that  I  did  not  prick  the  testicle.  Moreover,  I 
must  confess  that  I  have  pricked  the  testicle 
perhaps  on  more  than  one  occasion,  and  to  my 
knowledge  hematocele  has  not  been  produced. 
The  rational  explanation  of  the  occurrence  of  a 
'hsematocele  no  doubt  is  this,  that  you  have  got 
:  an  old  patient  who  has  had  hydrocele  for  years, 
and  who  has  been  tapped  several  times.  The 
veins  of  the  tunica  vaginalis  and  the  scrotum  are 

■  all  more  or  less  distended  and  varicose,  and,  when 
you  suddenly  withdraw  a  good  many  ounces  of 
fluid  which  have  been  supporting  these  veins,  one 

■  of  them  gives  way. 

However  it  may  be  produced,  the  symptoms  of 
a  hsematocele  are,  of  course,  very  characteristic. 
In  the  first  place,  it  does  not  feel  so  elastic  as  a 
'hydrocele.  It  feels  more  doughy,  because  there 
is  a  large  quantity  of  clot  in  the  sac.  Then  it 
feels  heavier,  because  a  clot  of  blood  in  the  sac 
gives  rise  to  a  sense  of  weight ;  it  is  heavier  to 
the  surgeon's  hand,  and  the  patient  says  it  feels 
heavier  than  it  did  before  when  it  was  an  ordinary 
hydrocele.  Then,  of  course,  it  is  not  translucent ; 
you  cannot  make  it  translucent  by  any  means 
you  can  adopt,  because  no  light  can  find  its  way 
through  a' clot  of  Iblood.    You  may  tap  a  hEemato- 


ON  TUMOURS  OP  THE  SCROTUM.  1 43 

cele  if  you  like,  and  draw  off  the  fluid  portion  of 
the  blood,  but,  if  there  is  a  large  clot  left  behind, 
the  only  way  is  to  lay  the  sac  open  and  turn  it  out, 
and  let  the  wound  granulate  from  the  bottom. 

Presuming  that  we  have  no  fluid  in  the  scrotal 
swelling  at  all,  but  that  it  is  solid,  it  must  of 
course  be  some  form  of  tumour  of  the  testicle. 
You  may,  however,  have  a  fluid  tumour  combined 
with  a  solid  tumour,  and  that  is  what  we  call 
hydro-sarcocele.  The  hydrocele  must  be  tapped, 
and  the  fluid  drawn  off  before  you  can  thoroughly 
examine  what  the  sarcocele  behind  is,  and  it  is 
well  always  after  you  have  tapped  a  hydrocele  to 
examine  the  testicle  and  see  if  it  is  healthy  or 
not. 

Now  let  us  take  the  solid  growths  which  we 
have  in  the  scrotum,  and  first  of  the  acute  inflam- 
mation of  the  testicle,  which  you  may  meet  with 
either  as  the  result  of  injury  or  of  disease.  A 
man  gets  an  injury  to  the  testicle,  followed,  it 
may  be,  by  acute  orcliitis ;  but  a  much  more 
common  event  is  that  he  has  had  gonorrhoja,  and 
that  the  inflammation  spreads  along  the  vas 
deferens  to  the  testicle,  and  then  he  gets  acute 
orchitis.  But  there  is  a  difference  between  the 
two  forms.  In  the  case  of  injury,  the  body  of 
the  testicle  is  first  enlarged  and  inflamed,  and  the 
epididymis  is  often  comparatively  healthy.  In 
the  case  of  gonorrhoeal  disease  it  is  really  epididy- 
mitis ;  the  inflammation  travels  first  to  the  epidi- 
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dymis,  and  when  that  has  become  inflamed  it 
spreads  more  or  less  to  the  body  of  the  testicle, 
and  if  you  see  the  case  early  the  body  of  the 
testicle  may  perhaps  be  comparatively  healthy. 
In  both  cases,  let  the  cause  be  what  it  may,  you 
will  have  much  the  same  symptoms  as  regards 
the  extreme  painfulness  of  the  testis  and  the 
redness  of  the  scrotum.  The  redness  of  the 
scrotum  is  almost  pathognomonic  of  an  inflamed 
testicle,  unless  the  patient  has  got  extravasation 
of  urine,  for  those  are  really  the  two  things  pro- 
ducing redness  of  the  scrotum.  An  inflamed 
testicle  is  exceedingly  tender,  and  you  can  almost 
tell  a  patient  with  orchitis,  when  he  walks  into 
your  room,  by  the  way  in  which  he  straddles  his 
legs  and  the  careful  manner  in  which  he  sits 
down  on  the  comer  of  a  chair.  In  the  case  of  the 
gonorrhceal  testicle,  you  of  com-se  feel  the  cord, 
and  you  find  the  vas  deferens  considerably  en- 
larged. But  remember  that,  as  a  rule,  you  will 
not  find  the  gonorrhceal  dischai'ge.  When  the 
testicle  becomes  inflamed,  the  gonorrhceal  dis- 
charge ceases,  for  a  time  at  all  events ;  and  one 
of  the  symptoms  of  the  testicle  getting  better  is 
that  the  gonorrhcea  is  reproduced. 

Then,  to  go  on  to  more  chronic  forms  of  orchitis, 
when  you  see  a  testicle  with  a  history  of  having 
been  enlarged  for  some  months,  it  is  very  impor- 
tant to  make  out  what  the  cause  of  the  disease  is. 
Of  course,  you  may  have  a  syphilitic  testicle,  or 
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you  may  have  a  tubercular  testicle,  or  you  may 
have  a  testicle  which  is  enlarged  simply  from 
irritation  in  the  urethra.  It  is  very  important 
not  to  make  a  mistake  in  diagnosis,  and  not  to 
jump  at  once  to  a  conclusion  that  all  cases  of 
enlargement  of  the  epididymis  are  tubercular.  I 
notice  a  tendency  in  the  present  day  to  put  every- 
thing down  to  tubercle.  Well,  tubercle  has  a  good 
deal  to  be  responsible  for,  no  doubt ;  still  it  is  a 
mistake  to  suppose  that  every  enlarged  epididymis 
is  due  to  tubercle,  when  the  patient  has  perhaps 
a  stricture  which  will  sufficiently  account  for  it. 

The  first  thing  is  to  examine  the  testicle  care- 
fully and  see  which  part  is  enlarged.  If  the  body 
of  the  testicle  is  healthy  and  the  epididymis 
alone  is  enlarged,  then  it  becomes  a  question 
whether  it  is  tubercular  epididymitis,  beginning 
in  the  epididymis  and  spreading  from  that  to  the 
body  of  the  testicle,  and  also  perhaps  up  the  cord ; 
or  whether  it  is  a  case  of  epididymitis  depending 
upon  irritation  of  the  urethra,  in  which  the  in- 
flammation has  travelled  down  the  cord  the  whole 
length  of  the  enlarged  vas  deferens.  A  careful 
examination  of  the  cord  will  soon  settle  that 
question.  You  can  put  a  few  questions  to  the 
patient  as  to  whether  he  has  had  gonori'hcea  or 
gleet,  whether  he  makes  a  good  stream  of  water, 
and  so  on.  It  is  not  a  bad  plan,  if  you  have  any 
doubt  about  it,  to  examine  the  urethra,  with  a 
conical  bougie  ;  and  if  you  find  there  is  a  stricture, 
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you  had  better  treat  that  first,  and  then  hope  that 
the  testicle  will  clear  up.  The  importance  of  the 
diagnosis  is  this,  that  if  it  is  a  tubercular  case, 
mercury  will  do  the  patient  a  great  deal  of  harm ; 
and  if,  on  the  other  hand,  it  is  a  case  of  chronic 
inflammation  due  to  irritation,  mercury  will  do  a 
great  deal  of  good.  There  are  cases,  I  quite 
allow,  where  you  are  obliged  sometimes  to  give 
mercury  tentatively  in  order  to  see  whether 
the  case  will  or  will  not  improve  under  its 
influence. 

On  the  other  hand,  supposing  we  have  a  testicle 
enlarged  and  particularly  hard,  with  very  little 
mischief  about  the  epididymis  and  none  in  the 
cord,  and  especially  if  you  have  a  small  hydrocele 
as  well,  what  is  the  probable  diagnosis  in  that 
case  ?  In  all  probability  it  is  syphilitic — late 
secondary  syphilis. 

These  cases  are  remarkable  for  having  com- 
pletely lost  that  peculiar  testicular  feeling,  as  it 
is  called,  which  is  characteristic  of  the  healthy 
organ.  If  you  take  a  healthy  testicle  and  squeeze 
the  body  of  it,  the  patient  will  naturally  feel  an 
uncomfortable  sensation,  which  we  are  all  famihar 
with  if  we  happen  to  give  our  testicles  an  acci- 
dental squeeze.  But  the  patients  mth  these  large 
testicles  have  no  sensation  whatever.  You  maj 
handle  them  or  do  anything  you  like,  and  the 
uniform  absence  of  testicular  feeling  is  very  re- 
markable. On  investigation  you  will  always  find 
tJiat  some  two  or  three  years  before  the  patient 
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has  had  syphilis.  Very  likely  he  was  properly 
treated,  but  still  there  is  a  remnant  of  it  hanging 
behind ;  and  you  must  make  up  your  mind  that 
you  will  not  cure  that  form  of  testicle  without 
mercury.  It  is  of  no  use  to  give  iodide  of  potas- 
sium alone  ;  you  may  combine  it  with  mercury, 
but  I  think  the  better  plan  is  to  give  the  mercury 
in  the  form  of  bichloride.  At  the  same  time,  you 
may  let  the  patient  rub  in  some  mercury  locally, 
by  wearing  a  scrotal  bag,  and  smearing  the 
scrotum  with  mercurial  ointment  or  oleate. 

Some  of  these  patients,  although  they  have  no 
testicular  feeling,  have  a  great  deal  of  tenderness 
about  the  testicle,  with  a  sense  of  weight  or  drag- 
ging, which  may  be  relieved  by  combining  bella- 
donna ointment  with  the  mercuiial  ointment. 
There  are  no  cases  more  satisfactory  for  treatment 
than  these  purely  syphilitic  testicles.  You  may  be 
sure  that  you  will  cure  the  patient — that  is  to  say, 
you  will  bring  the  testicle  down  to  about  its  normal 
size.  But  I  cannot  say  that  you  will  be  equally 
sure  of  restoring  the  function  of  the  organs,  be- 
cause it  may  happen  that  this  inflammatory  de- 
posit between  the  tubules  may  have  gone  to  such 
an  extent  that  it  has  become  organised  into  a  low 
foiTQ  of  fibrous  tissue  ;  and  although  you  may  clear 
away  by  means  of  the  mercury  all  the  recent  de- 
posit, you  may  not  be  able  quite  to  clear  up  the 
whole  of  the  fibrous  tissue,  and  that  has  a  tendency 
to  contract  and  produce  atrophy  of  the  testicles 
afterwards. 
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You  will  find  in  the  older  books  that  the  authors 
speak  there  of  fibrous  disease  of  the  testicle.  But 
then  surgeons  did  not  recognise  that  this  was 
simply  a  late  stage  of  syphilis ;  and  there  is  no 
doubt  that  if  the  deposit  has  had  time  to  tho- 
roughly organise,  the  pressure  may  be  sufficient  to 
destroy  the  tubules,  and  practically  the  testicle 
will  be  lost.  That  is  the  form  of  syphilis  which  it 
is  most  important  to  distinguish  from  new  growth ; 
for  a  youngish  man  may  come  before  you  with  a 
large  testicle,  and  it  may  be  a  case  of  sarcoma,  and 
it  is  not  at  all  easy  always  to  be  sure  which 
disease  it  is.  A  good  deal  will  depend  upon  the 
history.  If  there  is  a  distinct  history  of  syphilis, 
you  may,  at  all  events  for  the  time  being,  give 
the  patient  the  benefit  of  the  doubt,  and  hope  that 
it  is  syphilis,  which  you  may  clear  up  by  mercury. 
If  you  are  in  doubt,  it  is  better,  unless  the  tumour 
is  rapidly  growing,  thereby  showing  its  malignant 
nature,  to  give  the  patient  a  course  of  mercury 
than  to  remove  his  testicle  unnecessarily.  But  of 
course,  if  you  have  a  rapidly  growing  tumour  of 
the  testicle,  the  sooner  you  remove  it  the  better 
— there  is  no  question  about  that ;  whether  it  is 
sarcoma  or  carcinoma,  it  is  better  for  the  patient 
that  it  should  be  taken  out. 

Then  supposing  we  have  a  later  stage  of  sy[3hilis. 
Of  course  in  the  later  stages  we  have  what  is 
familiarly  known  as  gummatous  deposit — that 
lowly  organised  form  of  deposit  which  we  find  so 
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commonly  in  various  organs,  and  particularly  those 
which  are  vascular.    If  you  think  for  a  moment 
how  vascular  the  testicle  is,  you  can  easily  under- 
stand how  we  may  have  large  gummatous  deposits 
in  the  organ.    Here  is  an  example.    It  is  an  in- 
jected testicle,  but  the  injection  has  not  run  very 
well,  and  yoa  can  see  above  and  below  a  lai'ge 
mass  of  yellow  tissue  which  is  a  syphilitic  deposit. 
Here  also  is  a  good  example  of  a  large  gumma 
filling  up  the  body  of  the  testicle  in  two  sections, 
one  above  the  other.    This  occurs,  of  course,  very 
much  later  on  in  syphilis.    You  find  that  the 
patient  has  been  in  good  health  and  getting  on 
perhaps  in  life,  but  his  health  breaks  down  a  little, 
and  he  begins  to  show  manifestations  of  tertiary 
syphilis  in  various  organs.    That  is  one  way  in 
which  it  occurs,  but  you  may  have  it  quite  at  the 
other  extreme  of  life — in  children.    A  syphilitic 
child  will  sometimes  develop  a  gumma  in  the 
testicle  which  is  apt  to  be  mistaken  for  malignant 
•disease,  because  we  know  that  malignant  disease 
also  occurs  in  quite  young  childi'en,  and  it  is  very 
diflacult  sometimes  to  be  sure  which  it  is.  The 
tendency  of  a  gumma  in  the  testicle,  like  a 
gumma  in  the  tongue  or  anywhere  else,  is  to 
break  down.    You  may  only  see  the  patient  when 
the  gumma  has  broken  down,  presenting  very 
much  the  appearance  of  an  atecess,  and  involving 
the  skin  ;  or  if  you  see  it  late  enough,  the  skin  may 
be  already  open  and  presenting  the  characteristic 
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yellow  slough  whicli  we  see  so  commonly  in  con- 
nection with  gummata.  We  had  a  good  example 
of  it  here  last  summer.  I  do  not  know  whether- 
you  remember  it,  but  I  remember  the  man  ex- 
tremely well.  He  had  double  syphilitic  disease  of " 
the  testicle  and  a  sinus  and  discharge  from  the 
gumma  in  one  testicle.  The  whole  thing  cleared 
up  under  the  influence  of  large  doses  of  iodide  of 
potassium,  and  he  was  here  the  other  day  perfectly 
well. 

Now,  given  a  case  where  you  have  reason  to 
think  it  is  a  gummatous  deposit,  there  can  be  no 
question  as  regards  treatment.  But  it  is  not  always 
easy  to  be  quite  sure.  I  may  say  at  once  that  I 
had  a  patient  here  some  few  months  ago  in  a 
private  ward,  who  had  a  tumour  of  the  testicle 
and  also  a  tumour  of  the  arm.  He  came  to  my 
house  first,  and  showed  me  his  testicle,  which  T 
thought  was  syphilitic.  I  quite  made  up  my  mind, 
and  wrote  in  my  notes  that  it  was  syphilitic,  but 
just  as  he  was  going  away  he  showed  me  his  arm. 
It  looked  so  like  a  sarcomatous  growth  upon  his 
arm  that  I  was  shaken  in  my  opinion,  and  rather- 
came  to  the  conclusion  that  it  was  a  sarcomatous, 
disease  of  the  testicle,  and  that  he  had  a  secondaiy 
sarcoma  forming  on  his  arm.  He  was  a  very  in- 
telligent man,  and  utterly  denied  anything  like- 
sy|3hilis.  He  acknowledged  that  he  had  had 
some  venereal  troubles  many  years  before,  but 
utterly  denied  that  he  had  ever  had  anything 
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like  syphilis.  I  took  him  into  a  private  ward 
in  the  hospital,  and  advised  him  to  have  the 
testicle  removed,  and  there  could  not  have  been 
a  more  typical  gumma  of  the  testicle  than  there 
was  in  that  case.  It  was  so  good  that  I  took 
it  to  the  College  of  Surgeons  to  be  mounted 
in  a  bottle,  in  order  that  we  might  have  a  well- 
marked  undoubted  specimen  of  gumma  of  the 
testicle  to  examine  upon.  The  moment  I  found 
the  patient  had  gumma  of  the  testicle,  of  course 
it  was  quite  clear  what  ought  to  be  done  for  his 
arm.  I  put  him  on  full  doses  of  iodide  of  potas- 
sium, and  the  whole  gumma  cleared  up,  and  I 
know  that  he  is  now  in  perfect  health.  I  do  not 
think  he  was  much  harmed  by  losing  one  testicle. 
It  was  a  damaged  organ,  and  most  likely  it  would 
have  shrunk  up  and  become  merely  a  nodule  ;  for 
this  disease  of  the  testicle  is  apt  to  lead  to 
extreme  atrophy. 

Then  to  go  back  to  the  tubercular  testicle. 
Tubercle  of  the  testicle  is  a  disease  which 
appears  in  the  epididymis,  and  which  tends  to 
spread  in  both  directions,  upwards  along  the  vas 
deferens,  and  forwards  to  the  body  of  the  testicle, 
and  will  lead  eventually  to  the  disorganisation  of 
the  body  of  the  testicle.  It  is,  of  course,  a 
deposit  of  tubercle  in  a  patient  who  has  a 
tendency  to  that  disease,  and  it  is  a  disputed 
point  whether  the  mischief  begins  in  the  inter- 
tubular  or  in  the  intra-tubular  structures.  I 
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myself  believe  that  it  is  witliin  the  tubes  that 
the  disease  begins,  and  I  think  the  proof  of  it 
is  how  readily  it  spreads  from  the  tubes  up  the 
vas  deferens,  and  in  the  opposite  direction  along 
the  tubuli  seminiferi  from  the  globus  major  to  the 
body  of  the  testicle,  and  affects  all  parts  of  the 
organ.  However,  it  is  a  disputed  point,  and  it  is 
not  necessary  to  labour  it ;  but  I  think  that  clinical 
evidence  is  distinctly  in  favour  of  the  mischief 
beginning  within  the  tubes.  No  one  doubts  that 
it  begins  in  the  epididymis  first,  and,  as  I  say,  it 
spreads  both  ways.  In  one  of  the  testicles  which 
I  removed,  and  which  I  show  you,  we  have  an 
example  of  disease  developing  in  the  epididymis 
and  running  on  to  abscesses ;  but  you  will  see  that 
the  body  of  the  testicle  is  still  perfectly  healthy, 
whereas  in  this  other  testicle,  so  far  from  the  body 
being  healthy,  the  greater  part  of  it  is  outside 
the  skin  altogether,  forming  what  we  call  a  benign 
fungus  or  hernia  testis. 

This  disease  beginning  in  a  patient  with  a 
tendency  to  tubercle  is  very  often  not  recognised 
until  there  are  distinct  knots  in  the  epididymis. 
The  patient  has  no  pain,  and  does  not  particularly 
notice  it  until  his  attention  is  accidentally  called 
to  it,  and  then  he  consults  his  medical  man.  In 
the  early  stage  of  the  disease,  I  think  there  is  no 
doubt  that,  under  very  favourable  circumstances, 
absorption  may  take  place  ;  the  whole  thing  may 
clear  up,  and  the  testicle  be  practically  restored 
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to  a  normal  condition.  But  yon  require  exceed- 
ingly healthy  surroundings  for  that.  A  hospital, 
I  need  hardly  say,  is  not  the  very  best  place  for 
these  cases,  and  the  patients  cannot  from  their 
pecuniary  position  take  every  advantage  with 
regard  to  their  health.  But  when  you  have 
patients  of  the  better  class,  and  you  find  that 
a  young  fellow  has  one  nodule  in  his  testicle,  or 
perhaps  two,  the  proper  line  of  treatment  is  to 
send  him  for  a  voyage — I  mean  a  voyage  to  New 
Zealand  or  Australia,  and  in  a  sailing  ship.  He 
should  be  put  under  the  most  favourable  circum- 
stances as  regards  hygienic  arrangements — I  mean 
the  thing  should  not  be  done  cheaply,  but  he 
should  go  in  a  good  ship,  where  he  will  have  a 
good  berth  and  plenty  of  good  food.  You  may 
then  find  that  after  he  has  been  away  six  or  eight 
months  he  will  come  back  well,  the  nodule 
having  disappeared.  If  you  get  a  patient  under 
circumstances  which  do  not  admit  of  such  treat- 
ment as  that,  what  is  the  best  thing  to  be  done  ? 

It  may  be  said  that  the  best  thing  would  be  to 
remove  the  testicle.  Bvit  then  you  will  find  that 
people  do  not  like  having  their  testicles  removed, 
and  it  is  rather  a  severe  operation  for  a  disease 
which  certainly  at  the  moment  only  affects  a  very 
small  portion  of  the  organ.  I  purpose,  therefore, 
in  the  case  of  the  lad  now  in  Ward  i  to  cut  down 
upon  the  nodule  in  his  epididymis  and  to  scoop  it 
out  very  much  in  the  same  way  as  you  saw  m 
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the  other  day  treat  the  testicles  opposite  to  those 
before  us,  in  the  two  patients  who  are  still  in  the 
ward.  I  removed  the  worst  testicle  in  both  cases 
and  scooped  out  the  nodules  of  tubercle  in  the 
better  one,  and  fortunately  this  youth  has  only 
one  testicle  affected.  But  then  you  may  say, 
"  Surely  the  damage  done  to  his  epididymis  will 
prevent  that  testicle  being  of  much  service  after- 
wards." Very  likely  it  may ;  still  there  is  some- 
thing satisfactory  in  keeping  a  portion  of  the  tes- 
ticle. An  individual  is  not  emasculated,  although 
his  testicle  may  not  be  of  very  much  use  to  him,  if 
he  has  a  portion  of  the  body  of  the  testicle  left. 
I  will  not  say  that  he  is  capable  of  propagating 
his  species  with  that  testicle,  and  perhaps  it  is  as 
well  that  he  should  not ;  still,  he  has  the  feelings 
of  a  man. 

There  is  another  advantage  also  gained  by  scoop- 
ing out  the  mass  in  the  epididymis :  that  any 
secretion  taking  place  in  the  body  of  the  testicle 
will  find  a  vent  either  through  the  natural  tube, 
or  it  may  be  through  a  small  sinus.  That  is  a 
point  of  impoi-tance,  because  patients  who  have 
nodules  in  the  epididymis  blocking  it  up  com- 
pletely get  an  uncomfortable  feeling  of  fulness 
about  the  testicle,  due  no  doubt  to  secretion  going 
on  in  the  body  of  the  testicle  and  not  being  able 
to  find  its  way  out.  The  testicle  is  apt  to  get 
enlarged,  swollen,  and  distended  with  seminal 
fluid,  and  unless  there  is  a  vent  for  it  the  patient 
suffers  a  good  deal. 
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Tlaen  supposing  that  we  have  a  case  more' 
advanced  than  that.  Let  me  remind  you  that 
the  disease  spreads  up  the  vas  deferens,  and  that 
in  cases  where  you  have  abscesses  forming  in  the 
epididymis  the  tendency  of  the  disease  is  to  spread 
up  along  the  cord  towards  the  urino-genital  organs, 
especially  towards  the  neck  of  the  bladder,  to  form 
one  or  two  nodules  in  the  prostate,  and  to  invade 
the  vesiculje  seminales,  leading  eventually,  in 
the  later  stages,  to  most  painful  ulceration  about 
the  neck  of  the  bladder.  Let  me  remind  you  of 
the  case  of  a  man  we  had  here  from  South  Wales 
at  the  beginning  of  the  session.  He  had  both 
testicles  even  more  advanced  in  disease  than  these 
are.  On  examining  the  rectum  with  the  finger,  I 
found  he  had  most  extensive  disease  about  the 
neck  of  the  bladder.  The  prostate  was  diseased 
and  the  vesiculae  seminales,  and  altogether  the 
man  was  in  such  a  low  condition  that  I  refused  to 
operate  on  him,  and  sent  him  home  again.  I  am 
quite  sure  I  did  right.  If  I  had  done  anything 
for  that  man  probably  he  would  have  died,  but 
now  he  will  go  home  and  die  among  his  friends, 
instead  of  dying  here  as  the  direct  result  of  an 
operation. 

I  show  you  the  testicle  of  the  man  in  whom  I  did 
interfere,  and  which  was  practically  disorganised. 
Let  me  remind  you  that  the  opposite  testicle  had  a 
large  mass  in  the  epididymis,  and  I  ventured  to 
treat  that  by  cutting  down  upon  the  epididymis 
through  the  opening  made  for  castration  and 
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scooping  out  all  the  disease  I  could  find.  He 
lias  done  very  well,  except  that  he  had  an 
abscess  in  his  inguinal  canal,  I  have  no  doubt 
from  the  height  at  which  I  tied  the  cord.  That 
I  opened  last  week,  and  the  patient  is  now  doing 
exceedingly  well,  and  seems  likely  to  make  a  good 
recovery.  This  is  a  good  example  of  the  disease 
creeping  up  the  cord  without  affecting  the  body  of 
the  testicle  at  all,  for  I  may  point  out  to  you  again 
that  the  body  of  the  testicle  is  perfectly  healthy. 

The  specimen  from  the  last  case,  which  I 
operated  upon  last  Wednesday,  shows  quite  another 
condition  of  things.  This  man  had  disease 
spreading  up  the  cord,  for  the  vas  deferens  is 
enormously  thickened ;  but  unfortunately  the 
■disease  had  also  crept  forward  in  the  body  of  the 
testicle,  setting  up  suppuration  and  leading  to  the 
destruction  of  the  tunics,  and  eventually  to  pro- 
trusion of  this  mass,  which  is  made  up  of  the 
seminal  tubes,  together  with  some  granulation 
tissue.  Let  me  point  out  how  completely  the 
whole  body  of  the  testicle  is  outside  the  skin, 
forming  this  fungus,  whilst  behind  we  have  really 
nothing  more  than  the  epididymis.  Now,  under 
those  circumstances,  there  could  be  no  question 
about  removing  it.  I  removed  this  testicle,  and 
I  dealt  with  the  opposite  testicle  in  exactly  the 
same  way  that  I  dealt  with  the  former  one — 
namely,  I  cut  down  upon  the  epididymis  and 
scooped  out  all  the  disease  I  could  find  there. 
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That  patient  also  is  doing  well,  but  unfortu- 
nately lie  lias  some  enlargement  about  his 
prostate  and  vesiculaj,  though  not  so  advanced 
but  that  I  thought  I  should  be  justified  in  doing 
the  best  I  could.  I  am  afraid  I  have  not  cured 
him,  though  I  am  sure  I  have  given  him  relief,, 
and  he  may  tide  on  for  some  considerable  time. 

Now  let  us  follow  in  imagination  what  will  be 
the  outcome  of  these  cases.  Very  probably  they 
will  each  have  a  fistula  left  in  the  scrotum.  That 
is  a  very  small  matter,  and  can  be  treated  by  in- 
jections if  you  like,  but  I  do  not  know  that  there 
is  any  very  great  object  in  troubling  about  it. 
But  I  am  afraid  there  is  in  one  of  these  cases 
already  disease  about  the  prostate  and  vesicute 
which  will  steadily  make  progress,  and  probably 
before  many  months  are  over  the  patient  will 
complain  of  a  good  deal  of  pain  when  he  mictu- 
rates, and  he  may  have  great  frequency  of  mictu- 
rition, and  the  two  things  together  will  wear  the 
patient  out.  It  is  one  of  the  most  trying  condi- 
tions a  patient  can  be  in  to  have  tubercular  disease 
about  the  neck  of  the  bladder,  which  leads  even- 
tually to  ulceration  of  the  mucous  membi'ane  of 
the  bladder.  In  fact,  the  two  diseases  go  on 
together ;  and  sometimes  perforation  takes  place, 
and  then  we  have  in  addition  the  annoyance  of  a 
urinary  fistula.  At  other  times  that  does  not 
take  place,  and  the  patient  goes  quietly  on  until 
he  is  worn  out  by  the  constant  suffering. 


a  5  8         ON  TUMOURS  OF  TRE  SCROTUM. 

We  do  not  happen  to  have  had  a  case  veiy 
'lately  of  sarcoma  of  the  testicle.  Until  of  late  years 
:  sarcoma  was  not  differentiated  from  carcinoma, 
:and  therefore  all  the  older  cases  of  sai-coma  are 
put  down  as  cases  of  carcinoma.  Sarcoma  of  the 
testicle  exists  in  the  form  of  round-celled  or 
spindle-celled,  but  is  more  generally,  I  think,  of 
a  mixed  variety,  and  you  will  find  that  it  is  a 
rapidly  growing  tumour  which  has  a  tendency  to 
form  cysts,  and  that  is  important,  because  these 
cysts  in  the  testicle  in  former  days  used  to  be 
called  '  cystic  disease  of  the  testicle.'  There  is  no 
doubt  that  most  cases  of  so-called  cystic  testicle 
are  really  cases  of  sarcoma  with  cysts  developed ; 
and  the  cysts  seem  to  be  develojDed  very  much  as 
renal  cysts  are  from  obstruction  of  the  tubules. 

'The  tubules  cannot  empty  themselves  because  of 
the  sarcomatous  growth  pressing  upon  them,  and 
thus  they  become  distended  with  their  secretion, 

.and  form  a  series  of  cysts.  Now  a  rapidly  grow- 
ing tumour  of  the  testicle  of  that  kind  cannot  be 

^removed  too  soon ;  the  thing  should  be  done 
without  any  hesitation  at  all,  and  yet  you  never 

•can  guarantee  that  the  patient  shall  not  have 
further  trouble.  I  remember  an  officer  from 
India,  a  few  years  ago,  from  whom  I  removed  a 
testicle  which  was  distinctly  cystic,  but  which 
was  also  sarcomatous.    He  got   perfectly  well 

.and  went  back  to  India,  but  died  within  two 
years  with  growths  in  the  neck  and  chest,  and 
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with  just  the  ordinary  history  of  sarcoma  develop- 
ing in  other  parts  of  the  body. 

The  form  of  cancer  that  you  meet  with  is  gene- 
rally encephaloid.  Scirrhus  is  extremely  rare,  but 
encephaloid  cancer  is  not  very  uncommon.  In 
these  cases  of  encephaloid  cancer  we  have  very 
rapid  growth ;  there  is  also  a  tendency  to  f ungate, 
and  the  fungus  is  the  true  fungus  haamatodes  of  the 
older  surgeons,  by  which  I  mean  a  large  bleeding 
mass  protruding  from  the  scrotum,  very  different 
from  the  benign  fungus,  which  is  perfectly  callous, 
and  does  not  bleed  at  all.  It  is  a  great  misery  to 
the  patient,  and  tends  of  course  to  shorten  his  life 
by  the  irritation  which  it  sets  up.  In  these  cases 
of  malignant  disease  the  great  tendency  is  to  deposit 
in  the  glands  higher  up.  You  find  the  whole  cord 
thickened  and  the  glands  in  the  lumbar  region 
involved.  You  ought  to  remove  these  testicles  in 
all  cases  as  soon  as  you  see  them.  Still,  you  may 
be  pretty  sure  that  the  patient  will  die  some 
months  afterwards  from  dej)osit  in  the  internal 
■organs. 


FRACTURES  OF  THE  UPPER 
EXTREMITY. 


I  AM  going  to  speak  to-day  about  fractures  of  tlie 
upper  extremity,  for  this  reason.  Fractures  of  the 
lower  extremity  are  constantly  in  the  wards,  and 
therefore  I  have  the  opportunity  of  teaching 
practically  upon  them  ;  hut  fractures  of  the  upper 
extremity,  as  a  rule,  are  not  admitted  into  the 
wards,  and  it  may  happen  that  you  do  not  see 
them  ;  they  are  necessarily  treated  in  the  surgery 
at  the  time  of  the  accident  by  the  house  surgeon, 
and  the  surgeons  of  the  hospital  do  not  see  the 
cases  at  all.  I  am  desirous,  therefore,  that  you 
should  hear  my  views  upon  the  treatment  of  this 
j)articular  class  of  cases,  and  I  am  the  more 
anxious  because  you  will  remember  that  the  other 
day  we  had  here  from  another  hospital  a  boy  who 
had  a  badly  united  forearm.  I  brought  him  into 
the  theatre  on  a  Wednesday,  put  the  bones  as 
straight  as  I  could,  and  in  your  presence  applied 
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the  necessary  splints  and  bandages  ;  and  I  want 
to  give  you  a  few  hints  to-day  as  to  the  treatment 
of  fractures  of  the  upper  extremity,  in  order  that 
you  may  avoid  similar  errors. 

In  the  diagnosis  of  fractures  generally,  I  would 
put  the  order  of  symptoms  thus  : — First,  deformity, 
for  in  the  great  majority  of  fractures  of  the  upper 
extremity  there  is  a  deformity  which  is  tolerably 
obvious.  Next  I  would  put  loss  of  looiver,  for  the 
patient  has  lost  the  use  of  his  limb,  and  you  can 
see  that  he  comes  to  you  carrying  his  broken  limb 
in  the  easiest  position,  and  complaining  if  it  is  in 
the  least  jarred,  or  shaken,  or  touched.  Next 
therefore,  to  the  deformity  and  loss  of  power  1 
would  put  pain.  When  you  have  these  three 
symptoms,  you  may  be  tolerably  sure  that  you 
have  a  fracture  to  deal  with.  Still,  you  cannot 
be  quite  sure  till  you  come  to  manipulate  slightly, 
and  as  soon  as  you  do  this,  in  the  great 
majority  of  cases  you  will  find  at  once  the  well- 
marked  symptom  of  crepitus;  but  put  crepitus 
last,  if  you  please,  not  first,  because  it  is  ouly  to 
be  ascertained  by  the  surgeon  when  he  comes  to 
manipulate  the  part,  and  he  ought  to  have  made 
up  his  mind  pretty  well  as  regards  the  nature  of 
the  case  without  touching  it  at  all.  Where  a 
fracture  is  obvious,  it  is  absurd  to  be  pulling  it 
;  about  with  the  view  of  confirming  a  diagnosis 
which  you  have  at  once  made  for  you.  Why  do 
;  you  want  to  pull  about  the  patient  and  put  him 

L 
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to  paiu  till  you  are  prepared  to  set  the  limb  and 
put  it  up  ?    Of  course  you  may  put  it  into  shape 
then  and  there,  but  you  have  no  splints  ready, 
and  you  must  let  go,  and  it  immediately  goes 
out  of  shape,  and  you  put  yourself  to  the  trouble 
and  the  patient  to  the  pain  of  a  second  reduction. 
You  should  therefore  wait  till   the  splints  are 
ready,  and  then  at  once  reduce  and  put  up  your 
fracture.    With  regard  to  that,  I  am  sorry  to  say 
that  I  am  quite  sure,  from  the  badly  set  fractures 
one  sees  from  time  to  time,  that  surgeons  do  not 
always  recognise  the  necessity  of  sciting  fractures. 
They  are  too  apt  to  clap  the  splints  on  anyhow, 
and  to  support  the  limb  in  the  j^osition  in  which 
it  is.    The  position  may  be  a  right  one  or  it  may 
be  a  wrong  one,  and  if  the  parts  are  deformed  it 
is  your  business  to  reduce  the  deformity  before 
you  put  on  the  splints,  and  then  to  put  the  limb 
up  in  the  best  possible  position. 

After  these  few  preliminary  remarks,  let  me 
say  with  regard  to  the  treatment  of  fractures 
generally,  that  if  there  is  one  thing  more  im- 
portant than  another,  it  is  that  the  limb  shall  not 
be  unduly  constricted.  Therefore  you  will  find 
that  all  modern  books  lay  down  the  rule  that  no 
bandage  should  be  put  next  the  limb.  I  am  the 
more  particular  in  saying  this  because  in  books  of 
comparatively  recent  date  there  is  still  the  ridi- 
culous advice  to  put  a  bandage  round  the  limb 
under  the  splints.    Now  if  you  do  that,  if  you 
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bandage  the  limb  beneath  the  splints,  what  must 
happen  ?  Why,  the  limb  is  likely  to  swell ;  you 
have  got  it  constricted  by  the  bandage,  and  the 
result  is  that  you  sometimes  unfortunately  get 
gangTene  of  the  limb  produced.  Such  an  accident 
as  that  is  most  disastrous  to  all  parties — in  the 
first  place  to  the  patient's  limb,  and  in  the  second 
place  to  the  surgeon's  reputation,  because  naturally 
he  will  be  blamed  for  such  an  untoward  result. 

The  case  is  very  different  with  regard  to  support- 
ing a  bruised  limb  properly  by  applying  a  certain 
amount  of  elastic  pressure.  The  late  Mr.  Gamgee, 
of  Birmingham,  the  inventor  of  the  extremely 
useful  elastic  tissue  which  I  strongly  recommend 
to  your  notice — the  Gamgee  tissue — was  very 
strong  indeed  about  the  necessity  of  applying 
judicious  pressure  to  bruised  parts,  and  he  was 
perfectly  right.  If  you  have  a  bruised  limb,  and 
you  raise  it  vertically,  the  blood  flows  out  of  it, 
and  you  can  maintain  that  condition  by  the 
application  of  judicious  elastic  support;  the 
result  is  that  you  very  much  diminish  con- 
gestion, and,  of  course,  congestion  is  the  first 
stage  of  inflammation.  How  are  you  to  apply 
this  judicious  support  and  pressure  in  that  way 
without  undue  constriction  ?  It  is  to  be  done  by 
padding  your  splint  thoroughly,  and  then  by 
applying  your  bandage  over  the  splint.  If  you 
do  that  with  an  average  amount  of  judicious  care, 
the  result  can  only  be  satisfactory. 
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Before  going  further,  let  me  say  a  word  with 
regard  to  splints.    We  appear  in  this  hospital  to 
be  in  the  habit,  for  economy's  sake,  of  cutting 
splints  as  they  are  wanted,  from  a  quarter-inch 
deal  board.    Now  that  is  veiy  objectionable,  and 
I  hope  we  shall  stop  the  practice ;  because,  if  you 
have  a  perfectly  flat  board,  however  carefully  you 
may  pad  it,  when  you  come  to  apply  it  to  a  convex 
surface — and  you  will  remember  that  a  limb  is 
always  more  or  less  convex — it  stands  to  reason 
that  there  must  be  a  tendency  to  produce  undue 
pressure  upon  the  limb.    And  there  is  no  neces- 
sity to  adopt  this  plan,  because  a  splint  almost  as 
cheap,  and  certainly  a  great  deal  better,  is  the 
split  boarding  known  as  Gooch's  splint,  like  that 
which  I  hold  in  my  hand.    Or,  still  better,  you 
can  have  it  cut  up  ready  for  you  in  a  series  of 
splints,  called  by  the  instrument  makers  "  lined 
splints."    The  great  advantage  in  them  is  that 
you  have  a  certain  amount  of  giving  of  the  splint. 
The  wood  being  divided  and  bending  upon  the 
lining  of  leather,  the  result  is  that  it  can  be  applied 
readily  to  the  convexity  of  the  limb,  instead  of  being 
a  flat  board  which  presses  unduly  upon  the  part. 

You  may  have  all  sorts  and  varieties  of  splints. 
Here  is  one  which  I  use  a  great  deal  in  private. 
It  is  called  the  Crimean  splint,  and  it  is  veiy 
convenient  because  it  is  already  padded.  As 
you  see,  there  are  three  pieces  of  wood  sewn 
upon  the  pad;  or,  if  you  prefer  it,  you  may 
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have  tlivee  pieces  of  metal.  These  are  reason- 
able and  comfortable  splints  because  they  yield 
to  a  certain  extent  in  the  transverse  direction, 
and  at  the  same  time  they  are  rigid  in  the 
length  of  the  splint.  Then  there  are  splints 
which  are  moulded  with  certain  objects.  There 
are,  for  instance,  special  splints  known  as 
Carr's  splints,  to  which  I  will  afterwards  allude 
more  particularly.  There  is  also  a  useful  kind  of 
splint  for  certain  cases — for  example,  splints 
which  are  moulded  to  fit  the  hand.  Bear  in 
mind,  however,  that  every  splint  must  be  padded. 
It  has  happened  to  me  before  now,  I  am  soriy  to 
say,  to  take  from  an  arm  a  splint  with  no  pad 
whatever.  It  is  in  padding  splints  that  the 
Gamgee  tissue  comes  in  so  usefully ;  you  can  take 
a  piece  of  the  tissue  and  cut  it  to  fit  any  splint 
you  like.  If  one  layer  is  not  sufficient,  you  can 
make  it  double  or  treble  at  certain  points  where 
you  want  to  have  special  protection  to  the  bone. 

Now  let  me  run  through  the  varieties  of  frac- 
tures and  point  out  to  you  the  methods  I  recom- 
mend. I  can  only  give  you  my  own  individual 
views,  and  I  am  aware  that  they  are  not  quite  the 
same  as  those  of  some  other  surgeons,  but  you 
will  take  them  for  what  they  are  worth. 

Take  the  case  of  a  man  who  has  a  crushed 
finger.  The  accident  is  sufiiciently  obvious.  The 
great  drawback  is  that,  unfortunately,  in  most 
cases  of  crushed  finger  the  injury  is  compound. 
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Still,  supposing  you  have  a  simple  fracture  of  a 
phalanx,  what  can  be  simpler  than  to  put  a 
nari'ow  piece  of  wood  of  the  kind  I  have  men- 
tioned wrapped  in  cotton-wool  or  some  Gamgee 
tissue  and  carry  it  into  the  palm  of  the  hand, 
and  then  with  a  strip  of  plaster  bind  it  round, 
keeping  the  finger  straight  ?  But,  supposing  you 
have  a  number  of  fingers  fractured,  it  is  not 
quite  so  easy.  Then  you  will  find  it  advan- 
tageous to  have  a  splint,  which  you  can  make 
for  yourself  if  necessary,  cut  with  divisions  in  it 
for  the  five  fingers.  Unless  you  have  each  finger 
separately  bandaged  in  this  way,  they  are  apt  to 
be  jammed  together,  and  you  cannot  be  sure  that 
you  will  maintain  each  finger  straight. 

Taking  next  the  metacarpal  bones,  I  know  no 
splint  so  convenient  as  the  moulded  hand-splint 
reaching  up  to  the  first  phalanges.  Here  you  have 
all  the  metacarpal  bones  well  supported,  and  there 
is  no  difiiculty  whatever  in  the  treatment.  There 
is  this  great  advantage,  too,  in  the  splint,  that 
the  fingers  are  able  to  be  left  out ;  therefore  they 
do  not  get  stiff,  which  is  a  very  important  thing. 

Before  leaving  the  hand,  let  me  remind  you 
that  the  metacarpal  bone  of  the  thumb  is  not  the 
same  as  the  metacarpal  bone  of  the  fingers.  The 
metacarpal  bones  of  the  fingers,  you  will  re- 
member, have  their  epiphyses  at  the  distal  ends  ; 
the  metacarpal  bone  of  the  thumb,  as  regards 
development,  is  a  phalanx,  and  therefore  the 
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epiphysis  is  at  the  base.  It  happens  in  the  case 
of  children  every  now  and  then  that  there  is  a 
separation  of  the  epiphysis  of  a  metacarpal  bone  ; 
and  in  the  thumb  it  will  be  at  the  base,  in  the 
fingers  it  will  be  at  the  head. 

Now  to  come  to  the  forearm ;  and  I  may  as  well 
point  out  what  the  development  of  the  forearm  is, 
as  we  have  a  specimen  here.    Let  me  remind  you 
that  we  have  an  epiphysis  at  the  lower  end  of  the 
radius,  which  includes  the  whole  of  the  articular 
end.    Then  we  have  a  very  much  smaller  epiphysis 
at  the  upper  end  or  head  of  the  radius,  which 
includes  only  just  the  articular  surface.    The  large 
epiphysis   does   not  thoroughly  unite  with  the 
shaft  of  the  radius  until  the  age  of  eighteen  or 
twenty,  so  that  up  to  that  age  you  may  readily 
get  a  separation  of  the   lower  epiphysis  of  the 
radius,  and  that  no  doubt  is  a  form  of  accident 
which  is  much  more  common  in  young  people 
than  is  generally  supposed.    When  you  hear  of 
what  is  termed  Colles'  fracture  occurring  in  a 
young  person,  you  may  be  sure  that  it  is  not 
Colles'  fracture  at  all,  but  a  separation  or  frac- 
ture of  the  lower  epiphysis.     The  same  thing 
applies  to  the  so-called  dislocation  of  the  hand 
at  the  wrist.    It  is  an  uncommon  accident,  but 
when  it  is  supposed  to  occur  in  a  young  person  it 
is  generally  a  separation  of  the  lower  epiphysis  of 
the  radius.    With   regard  to  the  ulna,  the  de- 
velopment is  not  so  important  surgically.  Here 
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we  have  an  epiphysis  at  the  upper  end,  and  some- 
times you  find  that  the  olecranon  is  still  separate. 
There  is  also  a  lower  epiphysis,  exceedingly  small, 
including  the  styloid  process. 

Coming  to  common  fractures  of  the  forearm,  I 
suppose  one  of  the  commonest  is  Colles'  fracture. 
I  hold  in  my  hand  a  cast  which  shows  it  ver\'- 
well.  There  is  the  abduction  of  the  hand  and  the 
prominence  of  the  lower  end  of  the  ulna,  but 
sometimes  there  is  a  much  more  considerable  de- 
formity. You  see  there  is  here  no  displacement 
of  the  lower  fragment  on  the  back  ;  it  is  more  of 
a  curve,  and  that  is  often  the  case.  Here  is  a 
capital  dried  specimen  in  which  you  have  the 
lower  fragment  of  the  radius  carried  backwards 
quite  upon  the  upper  surface  of  the  shaft  of  the 
radius,  and  you  see  it  carrying  with  it  the  hand. 
The  fragment  is  carried  so  completely  away  from 
the  shaft  of  the  bone  that  we  have  two  projec- 
tions, the  lower  one  which  is  due  to  the  frag- 
ment, and  the  upper  which  is  due  to  the  shaft 
of  the  radius.  We  have  also  some  abduction, 
but  not  so  much  as  we  often  get ;  consequently 
you  see  here  the  styloid  process  only  a  little  more 
prominent  than  it  should  be. 

Colles'  fractures  vary  considerably  ;  they  are  very 
commonly  comminuted,  and  occasionally  they  are 
impacted — I  should  say  more  often  tlian  people 
think.  When  there  is  very  considerable  deformity, 
but  you  find  no  crepitus  or  very  obscure  crepitus, 
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you  may  make  up  your  mind  that  it  is  an  impacted 
fracture.  As  a  rule  impacted  fractures  are  best 
let  aloue,  and  anybody,  for  instance,  wlio  breaks 
up  an  impacted  fracture  of  the  neck  of  the  femur 
is  a  bad  surgeon.  But  CoUes'  fracture  of  the 
radius  is  an  exception  to  the  rule  ;  it  is  the  place 
in  which  one  is  justified  in  breaking  up  the  im- 
pacted fracture  and  restoring  the  contour  of  the 
limb.  The  way  to  do  it  is  this  :  you  manipulate 
the  wrist  rather  forcibly  (sometimes  it  is  wise  to 
put  the  patient  under  chloroform  first),  and  you 
over-extend  the  hand  so  as  to  unlock  the  frag- 
ments, which  should  be  done  with  care.  Having 
unlocked  the  fragments,  you  are  then  able  to 
draw  the  hand  down  and  bring  the  bone  into  a 
very  fair  position.  I  quite  allow,  however,  that 
there  are  impacted  fractures  of  the  radius  which 
you  cannot  unlock,  and  therefore  you  may  be 
obliged  to  let  the  patient  go  with  the  impaction 
and  the  consequent  deformity  left  as  they  were. 

Supposing  you  can  unlock  the  fragments  and 
get  the  bones  into  a  tolerably  good  position,  what 
is  the  best  way  of  treating  them  ?  In  many  hos- 
pitals Colles'  fracture  is  treated  simply  by  two 
straight  splints,  and  the  hand  is  put  up  a  little 
adducted.  It  is  not  quite  a  satisfactory  method, 
and  a  much  better  plan  is  to  use  the  old-fashioned 
pistol  splint,  the  hand  being  first  adducted  and 
fixed  in  position,  and  then  the  splint  brought  up 
to  be  attached  to  the  forearm.    But  what  I  strongly 
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recommend  you  to  use,  if  you  can  get  tliem — and 
they  are  not  at  all  expensive — are  these  Cai'r's 
splints  (Fig.  5).*  Carr's  splint,  which  is  an 
American  invention,  has  the  great  advantage  that 
it  has,  in  the  first  place,  a  thickened  portion  against 
which  the  radius  rests,  and  then  that  it  has  an 
oblique  bar  which  the  fingers  grasp,  and  on  which 
they  can  be  moved  to  a  certain  extent.  The 
bandage  is  put  on  so  as  to  retain  the  fingers  for 
the  first  twenty-four  hours  and  prevent  their 
movement ;  but  at  the  end  of  that  time  you  can 


Fig.  s. 


take  off  a  piece  of  the  bandage  as  far  as  it  binds 
down  the  fingers,  trusting  to  the  patient  holding 
on  sufficiently  to  the  bar  and  moving  the  fingers 
from  time  to  time,  so  as  to  prevent  the  gluing 
together  of  the  tendons,  which  is  so  apt  to  take 
place.  If  you  see  Colles'  fracture  treated  in  the 
ordinary  way,  patients  are  perhaps  three  months 
or  longer  before  they  really  get  the  use  of  the 
hand  ;  but  if  you  put  on  a  Carr's  splint,  at  the 
end  of  a  month  they  can  move  their  fingers  quite 

*  The  illustrations  are  taken  from  the  author's  3Ii»or 
Surgery,  by  permission  of  Messrs,  Churchill. 
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comfortably.  The  Carr's  splint  lias  a  sti'aight 
splint  wliicli  goes  on  the  back  of  the  forearm  ;. 
but  it  is  not  essential,  and  I  seldom  use  it. 

Now  let  us  come  to  the  shafts  of  the  two  bones,, 
and  consider  what  is  the  best  position  in  which 
the  limb  should  be  put  up.  When  we  have  a 
forearm  in  supination  we  have  the  two  bones- 
parallel  to  one  another.  I  do  not  say  anything 
about  the  interosseous  space,  because  that  is  a 
matter  of  indifference,  but  let  us  consider  how  we 
may  have  the  bones  parallel  when  you  are  setting  a 
fracture  of  the  forearm,  and  then  how  it  will  be 
most  convenient  for  the  patient  afterwards  to^ 
carry  his  arm. 

I  will  take  a  couple  of  Crimean  splints,  which  are 
very  convenient,  and  apply  them  to  the  patient's 
arm.  But  how  long  should  these  splints  be  ? 
There  we  come  at  once  to  an  important  question. 
I  am  sorry  every  now  and  then  to  see  patients 
walking  about,  who  have  evidently  been  treated  at 
some  hospital,  with  splints  coming  down  to  the 
tips  of  their  fingers.  I  know  it  is  unnecessary, 
because  I  am  sure  it  is  a  case  of  simple  fracture, 
and  I  know  what  will  happen :  the  patients  will 
have  very  stiff  fingers  for  many  weeks.  "What  you 
want  is  to  keep  the  joint  next  beyond  the  fracture 
stiff  and  quiet ;  as  long  as  you  do  that  you  may  let 
the  other  joints  alone  with  advantage.  Therefore, 
when  you  select  your  splints  for  a  fracture  of  the 
forearm,  you  ought  to  make  them  come  down  suffi- 
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ciently  far  to  keep  the  wi'lst-joint  quiet ;  but  the 
less  you  interfere  with  the  metacarpals  and  the 
phalanges  the  better  for  the  patient. 

We  have  here  a  patient  who  is  supposed  to  have 
a  fracture  of  both  bones  of  the  forearm.  I  now 
place  his  forearm  in  supination  upon  the  longer  of 
the  two  splints,  manipulate  the  radius  and  ulna, 
and  endeavour  as  far  as  I  can  to  get  the  bones 
parallel  to  one  another.    I  then  apply  the  shorter 


Fig.  6. 


splint  to  the  front  of  the  forearm.  It  must  not  be 
too  long,  for  you  want  it  long  enough  to  come  well 
up  the  forearm,  but  at  the  same  time  not  to  pre- 
vent the  patient  bending  the  elbow.  Here,  then, 
we  have  two  bones  parallel  to  one  another.  I  grip 
the  two  splints  firmly  together  and  turn  the  fore- 
arm midway  between  pronation  and  supination, 
since  that  is  the  way  you  want  eventually  to  get 
it ;  but  I  am  sure  you  do  it  much  better  in  the 
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splints  than  ont  of  them.  Having  got  the  hand 
midway  between  pronation  and  supination — i.e., 
with  the  thumb  upwards — I  advise  that  there 
should  be  a  strip  of  plaster  applied  above  and 
below ;  lastly,  the  forearm  is  bandaged,  and  the 
patient  is  readv  to  go  away  with  it  in  a  sling. 
(Fig.  6.) 

I  find  on  examination  nights  that  gentlemen  are 
sometimes  not  at  all  clear  as  to  the  different  kinds 
of  sling.  There  is  the  triangular  sling,  which  is 
the  best  for  the  forearm ;  and  there  is  the  cravat 

Fig.  7. 


sling,  which  is  the  best  for  the  hand.  If  you  have 
a  man  with  his  forearm  in  splints,  what  you  want 
is  a  triangular  sling,  and  you  can  fold  an  ordinary 
silk  handkerchief  in  the  form  of  a  triangle  for  the 
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purpose.  The  great  secret  to  remember  is  tliat 
the  straight  edge  or  base  of  the  triangle  goes  in 
front.  (Fig.  7.)  If  you  fix  that  in  your  memory 
you  will  never  be  in  any  doubt  as  to  how  to  put  a 
■sling  on ;  and  in  these  days  of  ambulance  lectures 
■some  of  you  gentlemen  may  get  your  eyes  wiped 
severely  by  some  young  lady,  who  will  know  how 
to  put  a  sling  on,  and  show  you  if  you  do  not.  If 
you  have  a  better  class  of  patients  to  deal  with, 
who  can  afford  to  have  a  proper  leather  sling,  you 
•can  get  one  easily  enough  at  the  instrument 
makers.  The  curious  thing  is  that  they  do  not 
■always  know  how  to  put  it  on,  but  simply  hang  it 
round  the  patient's  neck.  The  proper  way  is  this  : 
Instead  of  hooking  the  sling  round  the  neck,  you 
undo  the  strap,  and,  having  laid  the  arm  in  the 
•sling,  you  carry  the  padded  strap  over  the  opposite 
shoulder  and  across  the  back,  bringing  it  through 
the  axilla  of  the  affected  side.  It  makes  all  the 
difference  in  the  comfort  of  the  patient,  for  you 
■can  easily  conceive  what  it  is  to  have  a  sling  con- 
stantly over  the  nape  of  the  neck  for  twelve  or 
thirteen  hours  at  a  time. 

We  now  come  to  the  upper  end  of  the  ulna, 
and  the  fracture  which  is  known  as  fracture  of 
the  olecranon.  There  is  a  man  here  who  has  a 
fracture  of  the  olecranon,  and  you  will  notice  that 
his  elbow  has  been  kept  at  right  angles  by  my 
direction.  Supposing  you  have  a  fracture  right 
.through  the  olecranon  into  the  joint,  which  is  the 
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common  form,  you  liave  tiien,  of  course,  fibrous 
uuion  afterwards,  and  the  theory  is  that  if  you 
put  the  arm  out  straight  you  will  get  a  shorter 
fibrous  union  and  a  better  result.  I  do  not  believe 
it.    You  will  find  that  if  you  let  the  patient  bend 
his  elbow  there  will  be  a  little  separation,  no 
doubt,  but  not  much;  and  the  comfort  of  having 
the  arm  bent  far  outweighs  the  other  matter 
altogether.     I  have  seen  the  most  disastrous 
results  from  keeping  the  limb  straight.  Some 
two  years  ago  a  handsome,  well-built  young  ofiicer 
came  into  my  room,  and  asked  me  to  look  at  his 
arm.    It  was  perfectly  straight  and  withered. 
He  had  no  sensation  whatever  in  his  fingers,  and 
his  elbow  and  wrist  were  perfectly  rigid.    I  said. 
What  has  happened  ?  "    He  replied,  "  I  had  an 
accident  from  polo  in  India ;  it  was  a  simple 
fracture,  and  it  was  treated  by  the  doctor  there." 
It  had  been  put  up  straight,  and  it  was  so  badly 
put  up  that  inflammation  ensued,  sloughing  took 
place  of  the  whole  front  of  the  ai*m,  and  destruction 
of  the  median  and  ulnar  nerves.  This  young  fellow, 
twenty-five  or  twenty-sis  years  of  age,  was  com- 
pletely disabled  for  life  by  this  unfortunate  treat- 
ment of  his  arm.    There  was  not  much  to  be  said  ; 
but  it  was  quite  clear  that  nothing  could  be  done  ex- 
cept amputation,  which  I  advised,  but  he  declined. 
An  elbow-joint  which  has  a  fractured  ole- 
cranon is  certainly  liable  to  inflammation ;  there 
is  always  effusion  in  it.    (You  will  remember  that 
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in  the  man's  elbow  whicli  I  showed  you,  although 
the  fracture  was  ten  days  old,  there  was  still 
considerable  effusion.)  I  am  sure  that  to  put  an 
arm  in  such  a  position  that  it  may  become  useless 
to  the  patient  is  quite  unjustifiable.  What  you 
ought  to  do  is  to  put  it  at  right  angles — in  fact, 
to  put  the  arm  in  a  sling.  It  is  said  that  you 
may  have  a  fractured  coronoid  process.  No  doubt 
such  a  thing  might  happen,  but  it  is  very  rare 
except  in  cases  of  smash  of  the  elbow.  It  does 
happen  occasionally  with  dislocation  of  the  fore- 
ai'm  backwards,  but  under  these  circumstances 
you  may  disregard  it.  A  fractured  coronoid 
process  never  unites,  so  far  as  we  know,  with  the 
u.lna,  therefore  there  is  not  much  object  in  treat- 
ing it ;  you  would  only  treat  the  general  swelling, 
and  very  likely  would  not  know  that  the  coronoid 
was  broken  off  until  afterwards,  when  the  swelling 
had  gone  down. 

Now  we  come  to  the  humerus,  in  which  we  have 
fractures  of  the  upper  extremity,  of  the  shaft,  and 
of  the  lower  extremity.  Fractures  of  the  shaft 
are  comparatively  simple  matters,  but  fractures  of 
the  upper  and  lower  extremities  are  usually  very 
complicated  accidents,  and  I  suppose  there  is  no 
class  of  case  which  gives  more  anxiety  to  the 
surgeon  than  a  complicated  fracture  of  the  elbow- 
joint,  or  about  the  shoulder-joint.  We  have,  as 
you  know,  in  the  hospital  a  very  fine  young  fellow 
whose  elbow  I  excised  the  other  day.    That  is  a 


FEACTUEES  OF  THE  UPPEE  EXTEEMITY.     1 77 


good  example  of  a  complicated  accident  at  the 
lower  end  of  the  humerus.  A  year  ago  he  re- 
ceived an  injury  in  a  football  match.  It  was  not 
clear  what  the  accident  was  at  that  time,  but  I 
have  no  doubt,  from  what  we  saw  afterwards,  that 
it  must  have  been  dislocation  backwards  of  the 
ulna,  with  fracture  of  the  lower  extremity  of  the 
humerus.  You  will  remember  that  he  came  here 
soon  after  Christmas  with  a  very  stiff  arm,  which  I 
tried  to  get  into  use  for  him  by  forcible  bending. 
He  came  again  in  the  summer,  when  he  was  not 
at  all  better,  and  I  then  advised  him  to  have  the 
elbow  excised. 

The  great  point  in  a  fracture  low  down  no 
doubt  is,  in  the  first  place,  if  practicable,  to  make 
an  accurate  diagnosis  (which  is  not  always 
possible),  and  at  all  events  to  treat  the  case  in 
such  a  way  that  no  harm  may  result.  I  say  that 
particularly,  because  I  am  sure  that  sometimes 
harm  does  result  from  treatment.  I  believe  that 
in  all  cases  of  fracture  of  the  lower  end  of  the 
humerus  the  elbow  should  be  well  bent.  I  include, 
of  course,  cases  of  separation  of  the  lower  epiphysis, 
and  I  may  remind  you  that  the  lower  epiphysis  of 
the  humerus  includes  all  the  articular  surface,  and 
does  not  unite  with  the  shaft  till  about  eighteen 
years  of  age.  I  like  to  bring  the  forearm  tho- 
roughly up  so  as  to  put  the  hand  to  the  opposite 
shoulder,  and  then  I  feel  confident  that  the  frag- 
ments will  fall  into  the  best  position.    If  there 

M 
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should  be  any  stiffness,  as  there  is  likely  to  he, 
still  I  believe  on  the  whole  it  is  the  best  position. 

Children  will  occasionally  fall  down  and  hurt 
their  elbows,  and  at  first  you  may  be  not  at  all  clear 
what  the  nature  of  the  case  is.  You  ought  first 
to  make  out  whether  there  is  a  dislocation,  be- 
cause let  me  remind  you  that  dislocation  of  the 
elbow  is  common  in  children.  The  elbow  is  such 
a  shallow  joint  in  a  child  that  the  ulna  easily  slips 
backwards  off  the  humerus.  But  supposing  that 
it  is  not  dislocation,  and  that  it  is  fracture,  then, 
without  making  too  minute  a  diagnosis,  I  would 
treat  all  such  cases  with  the  arm  well  bent  in  the 
way  I  have  shown  you.  The  great  advantage  is 
that  if  the  parts  unite  a  little  wrongly  you  can 
pull  the  arm  down  and  restore  movement ;  but  it 
is  not  so  easy  to  bend  the  arm  up ;  you  are  liable 
to  break  the  bones.  Supposing  you  have  a  sepa- 
ration of  the  epiphysis,  the  treatment  will  still  be 
the  same ;  but  I  think  it  I'ight  to  warn  you  that 
the  callus  thrown  out  will  be  excessive,  and  will 
very  much  limit  the  range  of  motion.  I  mention 
this  because  you  should  always  hold  out  to  the 
patient's  friends  that  things  will  improve  in  time. 
The  callus,  which  is  superfluous  at  first,  becomes 
absorbed,  and  then  there  is  a  fair  amount  of 
movement  in  the  joint.  But,  if  you  are  wise,  in 
all  cases  of  injury  above  the  elbow-joint  you 
should  not  give  a  too  hopeful  prognosis  at  first. 

The  shaft  of  the  humerus  of  course  you  can 
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easily  enough  treat  by  straight  splints — two  or 
three  straight  splints  clown  the  sides;  but  I  do 
not  advise  you  to  trust  to  straight  splints  alone, 
because  we  know  that  the  humerus  is  the  bone  of 
all  others  which  is  liable  to  non-union  or  false 
joint.   What  is  the  reason  of  this  ?    It  is  because 


Fig.  8. 


of  the  difficulty  of  fixing  either  the  elbow  or  the 
shoulder.    I  believe  it  is  impossible  to  fix  the 
shoulder-joint.    You  may  try  any  apparatus  you 
like,  still  the  patient  will  wriggle  the  shoulder 
;  about.    It  is,  however,  clearly  possible  to  fix  the 
I  elbow,  and  therefore  you  ought  in  all  cases  of 
:  fracture  beyond  the  middle  of  the  shaft  of  the 
i  humerus  to  combine  treatment  by  a  rectangular 
s  splint  with  one  or  more  straight  splints  (Fig.  8). 
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You  bind  the  three  together,  and  the  great  advan- 
tage is  that  the  elbow  is  absolutely  fixed.  If  you 
do  that,  I  believe  you  will  never  have  to  regret 
imperfect  union. 

Then  coming  to  the  upper  end  of  the  humerus, 
let  me  remind  you  of  the  fine  man  we  had 
here  two  or  three  weeks  ago.  He  came  here 
to  show  me  his  arm,  and  to  know  if  anything 
could  be  done  for  it,  simply  because  it  was 
shorter  than  the  other.  He  had  evidently  had 
an  accident  which  had  been  treated — I  do  not 
say  badly  treated — and  the  result  was  that  the 
humerus  was  about  three  inches  shorter  than 
on  the  other  side,  which  of  course  somewhat 
disabled  him.  The  explanation  of  the  deformity 
in  fracture  of  the  upper  end  of  the  shaft  is  that 
there  is  a  tilting  of  the  upper  fragment  by  the 
supra-spinatus,  and  a  drawing  up  of  the  lower 
fragment  into  the  axilla,  partly  by  the  pectoral 
and  deltoid,  and  partly  by  the  triceps.  If  you 
leave  the  fragments  in  that  position  thej*  can 
hardly  unite,  or  if  they  do  you  will  have  a  con- 
siderable shortening  unless  you  bring  the  frag- 
ments down  into  their  places.  It  was  because 
that  difficulty  had  not  been  overcome  in  the 
patient  I  refer  to  that  he  had  such  a  shortened 
arm.  I  recommend  you  to  use  a  splint  with  a 
crutch,  which  you  can  get  made  or  manufacture 
for  yourselves,  if  you  take  a  piece  of  padding  and 
fold  it  over  the  top  of  the  splint,  and  get  the  arm 
fixed  upon  it.    You  can  also  put  a  shield,  mad© 
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of  gutta-percha  or  leather,  over  the  side  of  the 
shoulder  and  bring-  it  down  the  arm.  That  is  no 
doubt  an  extreniely  good  plan,  but  I  can  tell  you 
a  better,  which  is  to  use  the  ribs  and  the  side  of 
the  chest  as  a  splint,  and  not  to  have  any  other 
splint  inside  the  arm  at  all.  You  can  put  the 
folded  pad  up  into  the  armpit,  and  then  put  a 
good  padding  inside  the  arm  and  bring  it  to  the 
side.  I  believe  that,  after  all,  is  the  best  plan, 
but  you  can  still,  if  you  like,  put  a  shield  or  cover 
to  the  shoulder.  1  like  to  have  it  open,  so  that  I 
can  see  the  condition  of  the  parts,  but  I  do  not 
object  to  the  cap. 

With  regard  to  the  shoulder,  let  me  remind 
you  that  we  have  occasionally  a  non-union  of  the 
acromial  epiphysis,  of  which  I  have  here  a  speci- 
men in  a  bottle.  That  is  a  little  point  to  bear  in 
mind,  because  no  doubt  many  of  the  cases  of 
so-called  fractured  acromion  are  loose  epiphyses 
•which  have  never  united,  and  never  will.  They 
are  treated  as  fractures,  which  does  no  harm,  but 
it  is  as  well  to  know  that  the  epiphysis  may  be 
loose,  and  that  there  may  be  no  fracture  at  all. 
In  the  case  of  a  fall  upon  the  shoulder,  the  most 
likely  thing  is  to  have  dislocation  at  the  outer 
■end  of  the  clavicle,  and  you  had  better  make  up 
your  mind  to  leave  that  unreduced.  There  is  no 
instrument  or  contrivance  which  will  keep  the 
•outer  end  of  the  clavicle  and  acromion  in  proper 
lelation  when  once  dislocated,  and  you  had  better 
.  jSay  so  to  the  patient.   It  is  a  very  little  deformity. 
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it  does  not  interfere  with  the  use  of  the  arm,  and 
you  will  only  be  putting  your  patient  and  yourself 
to  a  great  deal  of  useless  trouble  if  you  try  to 
keep  it  in  place. 

Then  we  come  to  the  well-known  crv^.,  the 
treatment  of  a  fractured  clavicle.  I  suppose  there 
has  been  more  misspent  ingenuity  vnth.  regard  to 
the  treatment  of  fractured  clavicle  than  there  has 
been  with  regard  to  any  other  bone  in  the  body. 
I  think  that,  on  the  whole,  the  method  we  adopt 
in  this  hospital — viz.,  Sayre's — is  the  best;  but  it 
is  not  the  only  way.  Here  is  a  plan  which 
answers  extremely  well — I  mean  by  Ellis's  appa- 
ratus. It  is  rather  cumbersome  and  a  little  ex- 
pensive, and  we  therefore  cannot  use  it  in  the 
hospital.  It  consists  essentially  of  a  good  thick 
pad,  which  keeps  the  arm  away  from  the  side  at 
the  upper  pai-t,  and  throws  outwards  the  shoulder 
to  a  certain  extent.  We  have  then  the  upper  arm 
kept  to  the  side  below  the  pad  by  a  broad  strap, 
which  encircles  the  body,  and  the  forearm  can  be 
put  into  a  common  sling.  It  is  not  a  bad  method  ; 
but  I  think  you  can  get  the  same  results  in  the 
great  majority  of  cases  simply  by  padding  the 
axilla  and  binding  the  arm  firmly  to  the  side. 

Sayre's  is  perhaps  the  best  method ;  but  it  is  a 
curious  fact  that  few  people  know  how  to  put 
Sayre's  bandage  on.  You  want  a  strip  of  good 
plaster,  which  you  loop  round  the  arm  and  secure 
with  a  j)in ;  it  goes  round  the  upper  part  of  the 
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humerus,  and  then  passes  across  the  back  and  is 
fixed  round  the  body  (Fio-.  9).  being  again  pinned 
so  that  it  is  held  firmly.  Now  what  have  we 
done  ?  We  have  drawn  the  upper  part  of  the 
humerus  backwards,  and  that  is  the  point  that 
Sayre  so  much  insists  upon  ;  we  bring  it  back  in 
this  way,  and  make  it  the  fulcrum.  For,  if  we 
now  bring  the  elbow  a  little  forward,  you  will  see 


Fig.  9.  Fig.  10. 


that  the  humerus  pushes  the  shoulder — that  is, 
the  outer  end  of  the  clavicle — backwards  and 
outwards,  which  is  exactly  what  is  wanted. 
Having  thus  fixed  the  arm,  we  hold  it  by  another 
strip  of  plaster,  which  has  a  hole  for  the  elbow 
cut  in  it  (Fig.  10).    Then  it  is  wise  to  put  a  third 
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strip  round  everytliing,  to  hold  all  firmly  together, 
I  think  this  is  a  very  good  method.  It  is  a  modi- 
fication of  VeljDeau's  old  method,  which  had  the 
great  disadvantage  that  it  simply  consisted  in 
bringing  the  elbow  up  without  any  fulcrum 
through  which  to  act  upon  the  shoulder.  That  is 
the  mistake  usually  made  in  putting  on  Sayre's 
apparatus — that  the  upper  part  of  the  humerus  is 
not  drawn  back  sufficiently  before  bringing  the 
elbow  forwards.  Unless  you  do  that,  you  do  not 
fulfil  all  the  indications  of  the  apparatus. 

Lastly,  with  regard  to  the  scapula.  Fracture  of 
the  scapula  is  an  exceedingly  uncommon  event, 
and  it  requires  Very  little  treatment.  It  usually 
occurs  from  a  crush  of  the  patient.  We  have  an 
example  of  the  accident  here  in  which  the  scapula 
has  been  broken  across.  I  need  hardly  say  that, 
being  covered  by  muscles  in  front  and  at  the  back, 
there  can  be  very  little  displacement,  and  if  there 
were  you  could  not  overcome  it.  You  may  as 
well,  therefore,  let  it  alone,  putting  on  a  broad 
bandage  as  for  fractured  ribs.  The  result  will  be 
quite  satisfactoiy. 

Then  a  word  as  to  the  length  of  time  that  you 
should  keep  up  fractures,  and  what  you  should  do 
with  them  afterwards.  It  is  not  sufficient  simply 
to  get  fractures  united  ;  you  must  get  the  patient's 
limb  into  a  sfood  state.  It  is  a  mistake  to  lose 
sight  of  the  patient  and  only  to  tell  him  to  go 
about  using  his  arm  until  it  has  got  all  right. 
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Perhaps  it  does  not  get  all  right,  and  after  six 
weeks  or  three  months  the  man  goes  to  the  nearest 
bone-setter,  who  does  what  you  ought  to  have 
done,  moves  the  joint,  and  he  gets  all  the  credit, 
and  the  story  goes  about  that  you  have  made  a 
mess  of  the  case  and  overlooked  a  dislocation ! 

If  you  want  to  take  care  of  your  own  reputation, 
do  not  dismiss  a  case  of  fracture  until  the  patient 
has  complete  use  of  his  limb.    The  fracture  may 
be  united,  but  if  the  joints  are  stiff  the  patient 
cannot  be  considered  well ;   you   must  restore 
power  to  the  joint  by  moving  it,  and  if  necessary 
putting  the  patient   under  chloroform  for  the 
purpose.    If  you  attend  to  what  I  have  said  with 
regard  to  the  treatment  of  these  several  fractures, 
you  will  not  have  so  many  stiff  joints  as  some 
surgeons  have.    The  fact  is  that  cases  are  treated 
a  little  injudiciously  by  splints,  and  the  splints 
are  kept  on  too  long.    For  ordinary  fractures  of 
the  upper  extremity  three  weeks  or  a  month  is 
.  ample  time  for  the  splints.    You  should  take  off 
the  splints  at  the  end  of  that  time,  and  let  the 
patient  have  a  sling.    When  he  has  had  the  sling 
•  on  a  fortnight  or  so,  let  him  begin  carefully  to 
use  his  arm,  and  probably  he  will  get  a  much 
better  arm  than  if  you  kept  the  splint  on  longer. 
'Of  course  each  case  must  be  taken  on  its  o^vn 
:  merits.    A  young  healthy  patient  requires  less 
t  time  than  an  older  and  feeble  patient.    It  may  be 
1  necessary  to  keep  a  splint  on  the  upper  arm,  for 


l86    FRACTURES  OF  THE  UPPER  EXTREMITY. 

instance,  over  a  montti ;  but  if  you  do  keep  it  on, 
you  might  take  the  splint  off  at  the  end  of  three 
weeks  and  gently  move  the  joint  (it  is  a  great 
mistake  not  to  do  that),  and  then  put  the  limb 
back  again  on  the  splint,  if  you  do  not  think  it  is 
safe  to  leave  it  off. 

One  word  before  I  close  with  regard  to  the 
difficulty  you  will  all  find  in  treating  cases  of 
fracture.  Knowing  what  that  difficulty  is,  I  would 
beg  you  to  be  charitable  to  other  people.  Do  not 
think  that  because  there  has  been  a  bad  result  it 
must  necessarily  be  the  fault  of  the  surgeon, 
because  it  is  not  so.  You  will  find  that  with  the 
best  advice  and  the  most  skilful  treatment  frac- 
tures will  sometimes  do  badly.  There  must  be 
obscurity  in  the  diagnosis  in  many  cases,  and 
difficulty  in  carrying  out  treatment  in  others. 
Therefore,  although  you  should  make  every  effort 
to  make  a  good  diagnosis  and  apply  the  best 
treatment  you  can,  you  must  be  prepai*ed  for  dis- 
appointment. And  if  you  come  across  cases  which 
have  been  treated  by  others,  be  a  little  charitable 
about  the  methods  they  have  adopted. 


ON 
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You  will  reinember  tliat  wlien  we  went  round  last 
Friday  week  you  saw  a  child  whicli  had  just  been 
admitted  into  No.  5  Ward  with  very  bad  scalds 
of  the  body,  and  I  took  the  opportunity  of  point- 
ing out  to  you  that  the  child  had  really  recovered 
frora  the  first  shock  of  the  injury  when  we  saw 
it  two  hours  after  the  accident,  and  was  not  in  the 
least  collapsed.  I  proceeded  at  once  to  dress  the 
case,  but  you  will  remember  that,  notwithstanding 
all  our  care,  the  patient  died  two  or  three  days 
afterwards,  and  we  saw  the  result  of  the  necropsy 
this  day  week.  That  is  only  one  of  a  number  of 
cases  which  come  into  the  hospital  during  the 
winter  from  either  burns  or  scalds,  and  it  is  there- 
fore convenient  to  say  a  few  words  to  you  on  the 
treatment  of  these  cases  at  the  present  time. 

In  the  first  place,  what  is  the  difference  between 
a  scald  and  a  burn  ?  They  are  both,  of  course, 
the  effects  of  heat ;  but  a  burn  is  the  effect  of  dry 
heat — flame ;  and  a  scald  is  the  effect  of  moist 
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laeat.  But  if  you  have  liquid  metal,  like  molten 
lead  or  iron,  you  will  find  that  it  produces  exactly 
the  same  effect  as  a  burn  ;  and  some  of  the  most 
terrible  accidents  that  you  will  see,  if  you  have  to 
do  with  mining  countries,  will  be  in  the  cases  of 
patients  who  accidentally  get  their  feet  into  molten 
iron,  so  that  they  are  charred  or  burned  off,  when 
of  course  secondary  amputation  has  to  be  per- 
formed. 

Then  with  regard  to  the  mode  of  treatment  of 
a  burn.  You  may,  in  private  jDractice  particularly, 
see  the  cases  almost  immediately  after  the  burn, 
and  you  will  find  that  all  these  patients  suffer  from 
shock,  usually  in  a  marked  degree.  The  shock  is 
due  not  merely  to  the  effect  of  the  burn,  but  to 
fright.  There  is  nothing  more  alarming  to  women 
than  to  find  their  clothes  on  fire,  and  the  tendency 
is  to  rush  screaming  out  into  the  street,  which  is 
the  worst  possible  thing  for  them  to  do.  If  you 
ever  have  to  deal  with  such  a  case,  I  would  re- 
commend you  at  once  to  throw  the  sufferer  down 
and  roll  her  in  a  thick  rug,  a  great-coat,  or  any- 
thing of  the  kind,  which  will  put  out  the  fire  im- 
mediately. Having  thus  stamped  it  out,  you  can 
proceed  to  treat  the  burn.  Of  course  in  a  hospital 
we  do  not  get  cases  so  soon ;  they  are  brought 
here  a  little  after  the  burn,  and  generally  still  more 
or  less  in  a  state  of  shock. 

Let  me  warn  you  against  treating  the  local 
injury  instead  of  the  shock.    If  you  treat  the  local 
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injury,  tliere  is  an  elaborate  dressing,  with  more 
or  less  exposure  of  the  person  necessarily ;  you 
thus  increase  the  shock,  and  may  very  likely  kill 
the  patient.  The  proper  method  is  not  to  treat 
the  local  injury  at  all  at  first,  but  to  treat  the 
shock  by  restoring  warmth  to  the  body,  by  wrap- 
ping the  child  in  a  hot  blanket,  putting  it  in  front 
of  the  fire  with  hot  bottles  to  its  feet,  giving  a 
little  hot  brandy-and-water  or  something  of  the 
kind  by  the  mouth  (even  an  infant  will  bear  a  few 
di'ops  of  brandy,  particularly  while  reaction  is 
coming  on),  and  giving  a  little  opium  to  relieve 
the  pain,  for  there  is  no  injury  more  agonising 
than  a  severe  burn  on  the  skin,  and  as  long  as  the 
pain  lasts  the  shock  will  be  kept  up.  As  soon, 
therefore,  as  reaction  shows  itself,  it  is  wise  to 
give  laudanum,  and  you  may  give  it  to  children, 
but  you  should  be  cautious  about  the  dose.  The 
usual  rule  is  one  drop  of  tinctiu'e  of  opium  for 
every  year  of  the  child's  age  ;  but  you  may  give 
more  than  that  if  you  are  careful  in  breaking  up 
the  doses.  What  I  do  in  the  case  of  these  young 
children  generally  is  to  put  five  drops  of  laudanum 
into  an  ounce  of  water,  and  then  tell  the  sister  of 
the  ward  to  see  that  they  have  a  teaspoonf  ul  every 
hour  or  two  according  to  the  circumstances  of 
the  case.  Eepeating  these  small  half-drop  doses 
is  much  better  than  giving  larger  doses,  which  may 
produce  dangerous  narcotism. 

But  supposing  that  the  patient  does  not  die 
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from  the  immediate  effect  of  the  accident  but 
rallies  from  it,  and  you  have  to  treat  the  case, 
what  are  the  indications  for  treatment?  They  of 
course  vary  according  to  the  severity  of  the  injury. 
And  here  we  come  at  once  to  the  classical 
division,  as  we  may  call  it,  of  Dupuytren,  usually 
given  in  books.  I  mean  those  six  degrees  of 
severity  of  burns,  which  are  all  very  well,  but  in 
practice  it  is  quite  sufficient  to  have  three  divi- 
sions. The  point  for  you  to  determine  is  this :  is 
it  simply  a  scorch  such  as  you  may  get  from  an 
explosion  of  gas  ;  or  is  it  something  more  severe, 
leading  to  vesication  (which  is  the  condition  in 
wliich  you  saw  the  child  the  other  day,  and  is  the 
common  condition  of  scalds) ;  or  is  it  something 
more  severe  still — a  charring  which  can  only 
occur  from  the  application  of  dry  heat,  actually 
scorching  up  and  burning  the  part  ?  Those  three 
degrees  are  practically  all  that  you  require.  I 
quite  allow  that  charring  may  be  very  different  in 
different  cases.  You  may  have  a  merely  super- 
ficial burning  of  the  skin,  or  the  muscles  may  be 
scorched,  and  the  whole  tissues  of  the  limb  burnt 
up  and  the  limb  destroyed.  Upon  those  degrees 
Dupuytren  founds  three  of  his  divisions,  but  prac- 
tically, as  I  have  said,  it  is  quite  enough  to 
remember  that  you  may  have  a  superficial  burn- 
ing, or  a  burning  with  vesication,  or  a  burning 
with  an  eschar,  which  is  the  most  severe. 

First,  then,  is  the  superficial  burning,  as  in 
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the  case  of  a  foolish  person  searching  for  an 
escape  of  gas  with  a  light,  and  getting  an  ex- 
plosion of  it  in  his  face.    There  is  a  good  deal 
of  scorching,  and  of  course  a  good  deal  of  pain. 
Perhaps  before  you  have  seen  the  case  it  has 
been  powdered  over  with  flour,  and  that  is  not 
at  all  a  bad  application.     But  you  may  see  it 
before  that,  and  if  it  has  not  been  powdered 
there  are  various  things  which  you  may  apply. 
Any  greasy  application  is  good,  but  those  things 
are  rather  inconvenient  on  the  face,  and  for  face 
burns  I  think  a  very  convenient  application  is  a 
mixture  of  collodion  and  castor  oil.    The  castor 
oil  supplies  the  greasy  portion,  and  the  collodion 
mixes  well  with  it.    The  proportion  is  generally 
one  of  collodion  to  two  of  castor  oil,  to  be  painted 
upon  the  face.    It  does  not  set  firmly  like  ordi- 
nary collodion,  but  it  sets  sufficiently  to  hold  its 
place  and  to  protect  the  skin  from  the  air,  which 
is  the  great  point,  and  at  the  same  time  without 
any  injurious  or  uncomfortable  pressure  upon  the 
part.    Then,  again,  nitrate  of  silver  painted  upon 
the  bum  is  very  good,   only  it  smarts  severely 
for  the  moment.     The  late  Mr.  Skey  was  very 
strong  in  his  advocacy  of  that,  and  it  is  not  at  all 
a  bad  remedy  if  you  apply  it  in  suitable  cases. 
In  the  case  of  small  superficial  burns,  a  ten-grain 
solution  will  make  a  good  application,  or  you  may 
employ  what  is  to  be  found  in  a  great  many 
houses  (at  least,  used  to  be) — the  nitrate  bath  of 
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the  amateur  photographer.  Of  cour.se,  the  nitrate 
turns  the  part  black,  and  you  must  prepare  the 
friends  for  that ;  but  it  forms  a  little  superficial 
eschar  all  over  the  burnt  surface,  and  in  that  way- 
protects  it  from  the  air. 

Then  take  a  case  such  as  that  which  we  saw 
last  Friday  week,  where  vesication  has  already 
been  produced.  What  are  these  vesications,  and 
what  do  they  contain  ?  It  is  not  merely  serum  ; 
if  it  is  serum,  it  has  got  some  fibrinogen  in  it,  for 
if  you  leave  it  the  material  which  is  exuded 
becomes  solid,  and  you  may  see  every  now  and 
then  in  the  surgery  a  patient  who  has  had  a  scald 
some  days  before,  and  treated  it  domestically,  and 
who  has  come  here  with  a  mass  of  coagulated 
albiimen  beneath  a  large  bleb  of  cuticle.  Now,  it 
is  important  not  to  let  that  coagulation  take  place, 
because  it  is  difficult  to  treat.  The  proper  plan — 
the  one  which  you  saw  me  adopt  the  other  day — 
is  to  snip  the  vesicles  in  a  depending  position, 
pat  them  down,  carefully  preserving  the  cuticle  on 
the  surface  beneath,  and  then  apply  carbolic  oil. 
Another  very  good  dressing  is  the  boracic  oint- 
ment, which  has  the  advantage  of  being  greasy, 
and  is  to  a  certain  extent  aseptic. 

Then  we  come,  lastly,  to  the  case  where  there 
are  eschars ;  there  we  have  a  burnt  surface  which 
is  clearly  destroyed,  and  of  course  time  must  be 
given  for  the  slough  to  come  away.  Now  comes 
the  great  point  of  preserving  the  patient  as  far  as 
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possible  from  the  risks  of  iDytemia.  No  doubt  in 
former  times  many  of  tliese  cases  of  severe  burn 
died  in  a  week  or  ten  days  after  tlie  injury  from 
pyeemia  ;  tliat  is,  tliey  were  allowed  to  lie  in  a  bath 
of  pus  of  their  own  formation,  and  then  some  dele- 
terious matter  contained  in  it  became  absorbed, 
and  in  that  way  the  patient  got  pytemia  and  died. 
The  great  thing  is  to  guard  against  this  by  using 
absorbent  dressings,  and  at  the  same  time  dressings 
which  shall  be  antiseptic  as  far  as  possible.  Here, 
again,  we  may  use  carbolic  oil  as  a  dressing  next 
the  surface,  and  over  that  plenty  of  cotton-wool — 
it  may  be  the  salicylic  wool — in  order  to  absorb 
the  fluid. 

So  also  in  extensive  surface  burns  it  is  good 
to  dust  a  little  iodoform  upon  them,  or  to  apply 
vaseline  containing  10  per  cent,  of  iodoform, 
treating  them  as  you  would  any  other  surfaces 
which  you  want  to  keep  sweet,  and  at  the  same 
time  to  get  the  fluid  absorbed.  Where  sloughs 
are  hanging  fire  and  do  not  seem  likely  to  sepa- 
rate, poulticing  for  about  twenty-four  hours  will 
not  do  any  harm,  particularly  if  you  sprinkle  a 
little  iodoform  on  the  poultice.  When  the  sloughs 
have  come  away,  and  you  can  assist  them  by 
snipping  little  bits  of  dead  tissue  with  the  scissors 
and  pulling  them  away  with  the  forceps,  you  find 
beneath  a  large  granulating  surface,  which  may 
be  more  or  less  healthy  or  may  be  somewhat 
flabby,  when  you  can  bring  it  into  a  healthy  con- 
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flition  by  .stimulating  lotions.  It  is  in  the  treat- 
ment of  these  cases  that  the  greatest  trouble  is 
found.  An  ordinary  superficial  burn  heals  without 
any  great  difficulty,  but  when  once  you  have  de- 
struction of  skin  you  cannot  be  too  careful  in  the 
after-treatment,  because,  unless  you  watch  the 
case  for  weeks  and  months,  you  will  perhaps  find 
that  in  the  end  a  terrible  cicatrix  has  formed, 


Fig.  II. 


which  you  are  blamed  for,  although  it  may  he 
from  no  fault  of  yours. 

What  commonly  happens  is  this  :  You  have  got, 
we  will  say,  a  burn  on  the  arm,  and  you  are  taking 
great  pains  with  it.  You  are  getting  away  the 
slough,  and  are  producing  a  nice  granulating 
surface.  You  put  a  splint  on  the  back  of  the 
elbow,  and  you  let  the  surface  granulate  up  gi-adu- 
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ftUy  and  slowly.  Then  you  lose  siglit  of  your 
patient  for  a  time,  and  after  some  weeks  he  comes 
back  with  a  beautiful  web  stretching  across  from 
the  upper  to  the  lower  arm  (Fig.  ii).*  He  has 
got  tired  perhaps  of  your  treatment,  and  has  gone 
to  some  old  woman  or  quack,  who  has  said  to  him, 

Fig.  12.  _ 


Leave  off  your  splint,  bend  the  arm,  and  it  will 
soon  get  all  right."  The  arm  has  been  bent  and 
the  cicatrix  has  been  rapidly  formed,  and  when 
you  see  the  case  again  there  is  a  web  stretching 
from  one  part  of  the  limb  to  the  other,  the  result 

*  Figs.  II  and  12  are  taken  from  Fergusson's  Practical 
Surr/ery,  by  permission  of  Messrs.  Churchill. 
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being  very  disastrous  to  the  patient.  I  have  here 
photographs  of  cases  of  that  kind ;  and  here  is 
another  on  the  neck  (Fig.  12).  Those  are  the 
most  serious  cases  of  all,  where  the  neck  has  been 
badly  burnt  and  where  you  have  cicatrices  drawing 
down  the  lip. 

In  all  those  cases  where  you  have  extensive 
burns  to  deal  with,  you  must  have  great  patience 
in  the  treatment.  They  are  cases  which  remain 
in  the  hospital  for  months  together  ;  they  wear  out 
the  house-surgeon,  the  dressers,  and  the  nurses ; 
and  yet  they  are  worth  attending  to,  because, 
unless  you  are  careful,  they  are  sure  to  do  you  dis- 
credit. The  great  secret  is  to  superintend  the  granu- 
lating wound,  and  keep  it  on  the  stretch  while 
it  is  healing.  You  cannot  have  a  better  example 
of  this  than  the  one  which  I  mentioned  just  now 
of  the  arm.  If  you  have  a  granulating  surface  in 
front  of  the  arm,  there  must  be  a  splint  put  on  the 
back  of  the  elbow,  and  the  patient  must  wear  it 
for  six  months.  It  is  the  same  with  the  neck  ;  if 
there  is  a  granulating  wound,  the  result  of  a  burn, 
you  must  keep  the  child's  head  constantly  stretched 
over  a  *pillow  till  the  wound  granulates  up  ;  and 
even  then  it  is  well  to  have  some  form  of  appa- 
ratus by  which  you  can  keep  the  cicatrix  con- 
stantly on  the  stretch  for  months  afterwards ; 
because  it  is  not  merely  the  healing  that  you  have 
to  consider,  but  it  is  the  after-contraction  of  the 
cicatrix  which  is  so  serious.    You  must  bear  in 
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I  mind  that,  althougli  tlae  case  may  look  very  nice, 
i  if  you  let  it  go  without  attention,  in  six  months  it 
:  may  come  back  in  a  terrible  state,  and  you  will  be 
1  blamed  for  it. 

But  supposing  that,  unfortunately,  the  cicatrix 
1  has  been  allowed  to  contract  and  the  case  comes  to 
^you  for  treatment,  a  good  deal  may  still  be  done. 


Fig.  13.  Fig.  14. 


I  Here  is  an  example  in  a  photograph  (Fig.  13)  of  a 
ochild  in  whom  the  lip  was  entirely  drawn  down — 
"  turned,  as  it  were,  inside  out ;  and  here  is  also  a 
photograph  (Fig.  14)  of  the  child  taken  after  treat- 
i  ment.  The  operation  I  performed  here  was  that 
^suggested  by  the  late  Mr.  Teale,  of  Leeds,  and 
yyou  will  find  it  described   in   Mr.  Erichsen's 
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Surgery,  with  a  diagram  which  I  will  reproduce 
on  the  black-board.  The  everted  lip  was  divided 
into  three  parts  by  two  vertical  incisions,  the  cen- 
tral portion  being  equal  to  half  the  width  of  the 
lip,  and  the  lateral  portions  taking  each  a  quarter. 
From  the  lower  end  of  each  vertical  cut  an  incision 
was  carried  to  an  inch  beyond  the  angle  of  the 
mouth,  and  the  two  flaps  thus  marked  out  were 
dissected  up  and  brought  together  in  the  middle 
line,  being  fixed  upon  and  supported  by  the  central 
portion  of  the  original  lip,  from  which  the  everted 
mucous  membrane  was  dissected  off.  The  everted 
eyelids  also  were  improved  by  making  a  V  incision 
below  them  and  dissecting  them  up  so  as  to  con- 
vert the  V  into  a  Y,  with  the  result  of  pushing 
the  lids  up  considerably.  In  cases  of  recent  burn 
it  is  well  to  make  the  edges  of  the  lids  raw  and 
stitch  them  together,  to  prevent  if  possible  the 
unsightly  eversion  which  is  likely  to  follow. 

When  you  get  extensive  burns  about  the  neck, 
the  difficulty  is  how  to  fix  the  parts.  You  have 
here  represented  in  a  photograph  a  plan  which  I 
carried  out,  and  which  I  think  is  rather  useful. 
The  case  was  that  of  a  boy  who  was  in  the  hospital 
in  1876-77.  He  had,  as  you  see,  a  contracted 
arm  and  neck.  You  see  also  that  his  head  was 
shaved,  and  the  reason  was  that  I  found  that  the 
only  way  to  make  traction  upon  the  cicatrix 
was  to  take  strips  of  plaster  up  to  the  top  of  his 
head  and  to  fix  them  to  the  scalp.    The  instru- 


ON  BUENS  AND  SCALDS. 


199 


ment  makers  make  all  sorts  of  apparatus  for  tliese 
cases,  but  they  are  all  more  or  less  unsatisfactory, 
and  the  reason  is  this — the  tendency  of  them  all 
is  simply  to  pull  upon  the  cicatrix  in  one  direction. 
What  you  want,  however,  is  to  stretch  the  cicatrix, 
which  requii-es  a  great  deal  of  ingenuity,  and  the 
best  way  to  do  it  is  to  have  a  piece  of  sheet  lead 
fitted  to  the  collar-bones,  and  another  against  the 
chin  and  lower  jaw,  and  to  have  screws  between 
the  two  which  will  push  in  opposite  directions. 
If  you  thus  stretch  the  cicatrix,  you  will  get  a 
good  result ;  but  if  you  merely  pull  up  the  cica- 
trix, the  tissues  about  the  shoulder  give  way,  and 
the  patient's  last  condition  will  not  be  much  better 
than  the  first. 

Leaving  that  part  of  the  subject,  I  want  to  say 
a  word  or  two  as  to  why  patients  die  after  they 
are  burnt.  In  the  first  place,  they  die  from  shock. 
In  the  old  days  of  crinoline,  which  I  am  afraid  is 
coming  in  again,  cases  were  not  very  uncommon 
of  girls,  with  ball  dresses  on,  putting  the  candle 
down  on  the  ground  just  to  see  that  the  last  tuck 
was  right,  and  then  catching  fire,  and  being  a 
mass  of  flames  at  once.  Those  patients  generally 
died,  the  burns  being  so  extensive  all  over  the 
body  that  the  poor  girls  died  in  a  few  hours  after 
great  suffering. 

But  it  is  not  absolutely  necessary  that  a  patient 
should  die  from  her  clothes  catching  fire.  We 
had  a  case,  you  may  remember,  in  the  hospital 
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two  years  ago  of  a  servant  girl  who,  turning  round 
in  front  of  the  kitchen  fire,  set  the  back  of  her  dress 
aUght.  When  she  came  here,  she  was  frightfully- 
burnt  all  over  the  back  and  the  buttocks,  but,  for- 
tunately, not  in  front,  since  a  burn  over  the  front 
of  the  body  is  much  more  serious  than  over  the 
back.  She  had  to  lie  on  her  face  for  many  weeks, 
and  we  got  the  sloughs  away,  and  the  parts  healed 
nicely.  Fortunately,  the  cleft  of  the  buttocks  had 
not  been  affected,  so  that  the  rectum  and  the  vagina 
were  not  interfered  with,  and  the  result  was  most 
satisfactory,  the  patient  leaving  perfectly  well. 

But  where  patients  do  not  die  of  shock,  they  are 
apt  to  die,  as  the  child  did,  of  an  affection  of  the 
1  ungs.  They  either  get  bronchitis  or  some  low  form 
of  pneumonia,  and  die  from  that ;  or  they  may 
get  diarrhoea  and  pass  a  little  blood,  and  then 
suddenly  die  ;  and  at  the  necropsy  you  find  that 
there  has  been  a  curious  condition  of  ulcer  of  the 
duodenum,  which  the  late  Mr.  Curling  of  the 
London  Hospital  first  called  attention  to  as  the 
result  of  burns. 

I  cannot  tell  you  why  it  is  the  duodenum  par- 
ticularly that  ulcerates ;  nobody  seems  to  know. 
There  are  two  or  three  theories  about  it,  but  I  do 
not  think  that  anybody  really  knows.  There  is 
no  question,  however,  about  the  fact  that  ulcera- 
tion of  the  duodenum  is  apt  to  take  place,  and 
then  perforation  or  possibly  hasmorrhage  from  the 
mesenteric  artery,  and  the  patient  dies  from  that. 


ON  BURNS  AND  SCALDS. 


20 1 


It  is  important,  tlien,  not  to  set  up  diairhoea  in 
these  cases — as  important  in  the  case  of  burn  as 
in  a  case  of  typhoid.  Nobody  in  his  senses  would 
think  of  giving  purgative  medicine  in  a  case  of 
typhoid,  for  fear  of  diarrhoea  and  ulceration  of  the 
bowels ;  and  it  is  the  same  in  the  case  of  burns. 
You  want  to  feed  the  patients  well,  to  give  them 
easily  digested  food,  and  if  the  bowels  do  not  act 
you  can  treat  them  sufficiently  by  enemata  acting 
on  the  large  intestine,  but  letting  the  small  intes- 
tines alone. 

Then  of  course  you  may  have  deaths  from  other 
causes.  Patients  die  occasionally  with  cerebral 
symptoms — from  congestion  of  the  brain,  and  so 
on. 

Before  I  close  I  want  to  say  a  word  on  one  form 
of  scald — the  so-called  "  scald  of  the  glottis," 
though  1  would  rather  call  it  "scald  of  the  larynx," 
because  that  is  what  it  really  is.  It  happens 
generally  in  this  way.  Poor  children  are  left  in  a 
room  by  themselves  for  many  hours,  and,  getting 
exceedingly  thirsty,  they  want  to  drink  something, 
and  they  go  to  the  kettle,  which  is  boiling  on  the 
fire,  and  they  get  a  gulp  of  steam  or  hot  water, 
instead  of  the  cold  water  they  wished  for.  The 
result  is  that  a  child  gets  a  scalded  mouth.  But 
no  further  notice  is  taken  until  in  the  evening  it 
is  observed  that  the  child  begins  to  breathe  with 
great  difficulty,  and  then  possibly  medical  advice 
is  sought.    What  happens  is  this :  The  scald 


202 


ON  BURNS  AND  SCALDS. 


affects  the  upper  part  of  the  air-passages,  and 
after  a  few  hours,  not  immediately,  as  the  result 
of  the  application  of  hot  steam,  oedema  comes  on, 
and  it  is  the  osdema  supervening  a  few  hours  after- 
wards which  is  so  dangerous  in  these  cases. 

In  the  museum  of  the  College  of  Surgeons  you 
will  see  a  very  good  specimen  of  oedema  of  the 
larynx.  It  shows  how  all  the  ordinary  sharp  out- 
lines of  the  larynx  become  obscui^ed  by  the  eleva- 
tion of  the  mucous  membrane  due  to  the  oedema 
beneath.  The  symptoms  are  unequivocal.  The 
child  is  gasping  for  breath  as  in  a  case  of  croup, 
and  you  find  that  the  mouth  is  scalded.  The  first 
thing  to  be  done  in  such  a  case  is  to  enclose  the 
child  in  an  atmosphere  of  warm  steam,  to  erect  a 
tent  over  the  bed,  and  to  bring  steam  underneath 
it  from  a  bronchitis  kettle.  But  if  the  case  is 
severe,  that  is  not  enough ;  you  must  at  once 
proceed  to  scarify  the  throat.  That  is  a  simple 
operation,  and  an  exceedingly  useful  one,  and  I 
believe  if  it  were  more  frequently  done  early  we 
should  not  have  so  many  deaths  from  scalding  of 
the  larynx.  You  take  a  sharp-pointed  bistoury 
and  cover  the  heel  of  it  with  a  strip  of  plaster. 
You  then  put  your  forefinger  on  the  back  of  the 
bistoury  so  as  to  cover  the  point,  and  you  slip 
your  finger  down  the  tongue  until  you  come  to 
the  swollen  epiglottis,  which  stands  up  and  is 
three  times  its  proper  size.  Then  with  the  point 
of  the  instrument  projecting  beyond  your  finger 
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you  scarify  pretty  freely  about  the  root  of  the 
tongue,  the  epiglottis,  and  the  top  of  the  larynx,, 
where  I  do  not  think  you  could  do  any  harm. 

People  are  afraid  of  undertaking  this  simple 
operation  because  they  do  not  know  exactly  where 
the  carotid  arteiy  is !  If  they  do  not,  I  am  sorry 
for  them ;  but  certainly  it  is  nowhere  near  the 
epiglottis,  any  more  than  it  is  near  a  tonsil  which 
they  may  be  going  to  remove.  I  never  knew  any 
hasmorrhage  occur  from  puncture  of  oedema  of  the 
larynx,  and  you  may  incise  and  puncture  it  with 
the  greatest  relief  to  the  patient.  Then  you  give 
some  hot  milk-and-water  to  gargle  the  throat 
with ;  and  a  hot  linseed  poultice  put  under  the 
jaw  would  give  the  patient  considerable  relief. 

Still,  the  question  may  very  likely  arise  as  to 
giving  relief  by  opening  the  windpipe.  You  can- 
not have  a  better  test  of  the  necessity  for  interfer- 
ence than  what  is  called  "retraction  of  the  chest." 
You  see  the  child  taking  a  breath,  and  when  it 
struggles  in  doing  so,  instead  of  the  ribs  rising, 
they  fall  in,  very  little  air  entering  the  larynx, 
and  retraction  of  the  chest-wall  taking  place. 
Whether  that  is  due  to  diphtheria  or  croup  or  a 
scald,  it  does  not  matter  ;  it  is  a  most  important 
symptom,  and  if  you  see  it  you  ought  to  open  the 
windpipe  at  once.  Where  will  you  open  the  wind- 
pipe ?  Undoubtedly  at  the  crico-thyroid  mem- 
brane. There  seems  to  be  a  prejudice  in  some 
surgeons'  minds  against  doing  laryngotomy  in 
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cliildren.  I  cannot  see  why  ;  it  is  a  simple  oi^era- 
tion,  for  you  can  feel  the  cricoid  cartilage  distinctly 
enough  to  be  a  guide,  and  nothing  can  be  simpler 
than  to  make  an  incision  through  the  membrane 
and  put  a  tube  in.  Laryngotomy  is  quite  suffi- 
cient, because,  if  you  look  at  the  anatomy  of  the 
l^arts,  you  will  find  that  the  oedema  never  goes 
below  the  true  vocal  cords — that  was  settled  years 
ago — and  you  are  well  below  the  vocal  cords  when 
you  do  laryngotomy.  The  reason  why  I  urge  the 
operation  in  this  case  of  scald,  as  well  as  in  the 
case  of  a  foreign  body,  is  that  anybody  can  do  it 
with  a  penknife.  If  a  man  has  not  done  tracheo- 
tomy on  the  living  body,  it  is  very  likely  that, 
having  heard  about  the  dangers  of  the  operation, 
he  may  possibly  fight  shy  of  it,  but  he  cannot  well 
do  so  with  laryngotomy,  because  he  cannot  go 
wrong ;  and  therefore  I  advise  it  in  these  cases. 

Then  as  to  drugs.  If  you  have  time  you  may 
try  the  effect  of  antimony,  which  I  have  more  faith 
in  than  anything  else.  Give  full  doses  of  antimony 
according  to  the  age  of  the  patient,  and  be  ready 
to  do  laryngotomy  if  required.  Do  not  put  it  off 
too  long.  You  will  find  that  if  laryngotomy  is 
performed  early  in  these  cases  you  will  not  have 
to  reproach  yourself  afterwards  with  having 
allowed  the  patient  to  die  unrelieved. 


ON 

ANEURYSM. 


We  have  now  in  the  wards  a  case  of  popliteal 
aneurysm  which  is  especially  interesting  as  occur- 
ring in  a  woman.  Aneurysm  in  a  woman  is  com- 
paratively rare,  and  certainly  popliteal  aneurysm 
is  very  uncommon,  for  I  do  not  myself  remember 
to  have  seen  one  before.  The  reason  of  it  in  the 
present  case  is  easily  to  be  found,  and  you  will 
remember  that  I  called  attention  to  it  when  the 
patient  was  first  admitted.  She  was  paralysed 
on  the  right  side,  and  the  explanation  therefore  is 
that  the  left  leg  has  had  to  do  more  than  its 
share  of  work,  and  consequently  the  artery  has 
become  aneurysmal.  This  woman  is  forty-seven 
years  of  age.  There  is  nothing  special  in  her 
history  bearing  upon  the  disease,  and  I  need  not 
trouble  you  with  the  details.  She  seems  to  have 
noticed  a  lump  in  the  popliteal  space  for  some 
little  time  since  Christmas,  and  she  came  here 
I  one  day  complaining  of  something  the  matter 
with  her  knee.    You  will  remember  that  I  did 
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not  see  her  with  you  till  Friday  week,  and  we 
then  found  that  she  had  a  well-marked  poplitc-al 
aneurysm. 

Let  me  say  here  one  word  with  regard  to  the 
■diagnosis.  There  was  a  pulsating  swelling  which 
was  evidently  in  direct  communication  with  the 
artery,  because  the  moment  we  compressed  the 
femoral  artery  we  stopped  the  pulsation  in  the 
sac  ;  then,  on  very  gently  pressing  the  sac  while 
the  artery  was  held,  we  found  we  could  slightly 
diminish  it,  and  on  letting  go  the  main  artery 
again  we  got  the  distensile  pulsation  which  is  so 
<3haracteristic  of  aneurysm.  The  whole  of  the 
pulsations  are  more  or  less  distensile,  for  if  you 
put  your  fingers  upon  the  aneurysm  you  feel  that 
they  are  separated  one  from  the  other  ;  but  the 
best  way  of  demonstrating  it  absolutely  to  a  class 
is  to  stop  the  pulsation  for  a  moment,  and  then 
allow  the  tumour  to  swell  out  suddenly ;  you  then 
see  at  once  that  it  must  be  an  aneurysm. 

There  was  in  this  case  an  aneurysmal  bruit, 
which  means  of  course  that  on  listening  to  the 
-sac  we  hear  the  sound  of  the  rush  of  blood.  You 
must  not  suppose  that  every  aneurysm  has  a 
bruit,  nor,  on  the  other  hand,  that  every  tumour 
which  has  a  bruit  is  an  aneurysm.  You  can 
produce  a  bruit  artificially  in  a  healthy  artery 
by  pressure  with  the  edge  of  the  stethoscope,  and 
some  cases  of  vascular  tumour  have  a  very  dis- 
tinct arterial  bruit  in  them.     Sometimes  you  get 
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quite  a  noisy  bruit,  as  in  cases  of  so-called  aneu- 
rysm of  the  internal  carotid  in  the  head,  but  in 
many  of  these  there  is  no  aneurysm.  We  found 
that  the  woman  had  a  lai'ge  saccular  aneurysm. 
Most  popliteal  aneurysms  are  sacculated,  for  it  is 
veiy  rarely  indeed,  I  believe,  that  you  get  a  fusi- 
form aneurysm,  which  is  an  aneurysm  formed  by 
a  uniform  dilatation  of  the  coats  of  the  artery. 

With  regard  to  the  division  into  true  and  false 
aneurysm,  I  should  hold  that  every  aneurysm 
which  still  contains  blood  within  the  coats  of  the 
artery  is  a  true  aneurysm  ;  but  if  the  coats  of 
the  artery  have  given  way,  and  the  blood  is 
outside  the  artery,  and  a  sac  is  formed  by  the 
surrounding  tissues,  I  should  call  that  a  false 
aneurysm.  I  am  aware  that  that  is  not  strictly 
the  definition  always  given,  but  it  is  sufficient 
for  all  practical  purposes.  And  now  as  to  treat- 
ment. 

I  thought  that  both  for  the  woman  and  also 
for  you  it  would  be  well  to  try  other  methods  of 
treatment  before  resorting  to  the  ultima  ratio  of 
ligature  of  the  artery.  There  did  not  seem  any 
special  urgency  about  the  case  to  require  the 
ligature  immediately.  Therefore  you  will  re- 
member that  we  arranged  that  there  should  be 
digital  compression  of  the  main  artery,  and  we 
told  off  the  dressers  seriatim  to  hold  the  common 
femoral  artery  and  cause  stagnation  of  the  blood 
in  the  sac.    What  would  be  the  method  of  cure 


208 


ON  ANEURYSM. 


brought  about  by  that  treatment  ?  It  is  obvious- 
that  our  object  was  to  stagnate  the  blood  in 
the  aneurysm,  and  thereby,  if  possible,  to  produce 
coagulation  of  the  contents  of  the  sac.  If  we 
had  succeeded — which  we  did  not  do — the  clot 
formed  there  would  have  been  very  much  like 
the  clot  formed  in  the  basin  when  you  bleed  a 
patient ;  it  is  the  clot  sometimes  called  a  "  soft 
clot,"  which  was  held  by  the  older  authorities  on 
anemysm— Broca  particularly — not  to  be  capable 
of  pi'oducing  a  true  cure  of  aneurysm.  I  quite 
agree  that  in  many  cases  that  clot  undergoes 
changes  afterwards  which  lead  to  an  unfortunate 
result.  I  mean  that  you  may  get  a  certain 
amount  of  clot,  as  we  did  in  this  patient,  by 
careful  compression  of  the  main  artery,  and  a 
very  few  hours  after  the  compression  is  left  off' 
the  whole  of  the  clot  is  washed  away  into  the 
general  circulation,  and  the  aneurysm  is  beating 
much  as  before. 

Now,  the  pressure  was  kept  up  for  four  hours 
on  February  22nd,  from  ten  minutes  past  three 
until  ten  minutes  past  seven,  on  the  very  first 
day  on  which  we  saw  the  patient.  At  the  end 
of  that  time  the  tumour  seemed  distinctly  harder 
and  the  pulsation  less,  no  movement  of  the  knee 
being  caused  by  the  pulsation.  But  the  next 
morning  when  I  saw  her  I  thought  that  there 
was  not  any  definite  improvement;  in  fact,  the 
little  clot  that  was  there  had  been  washed  away.. 
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I  therefore  adopted  a  plan  of  treatment  which  is 
sometimes  useful  in  these  cases — namely,  flexing 
the  joint  forcibly,  bending  the  knee  so  thoroughly 
that  the  aneurysm  is  slightly  compressed  against 
its  own  artery.  In  that  way  we  found  that  we 
could  very  nearly  stop  the  pulsation,  not  com- 
pletely, and  that  position  was  kept  up  during  the 
whole  of  the  nest  day.  But  there  was  no  per- 
manent improvement,  and  on  February  24th 
instrumental  compression  was  begun  at  10.45 
A.M.,  and  carried  on  till  8.45  P.M.  A  Carte's 
tourniquet  was  applied  to  the  groin,  and  a  horse- 
shoe tourniquet  below  it.  The  pulsation  of  the 
aneurysm  was  not  completely  arrested  purposely, 
because  we  did  not  want  in  that  case  completely 

•  to  stop  the  flow  of  blood. 

Let  us   now   contrast  these  methods.  The 
'  object  of  the  first,  compressing  by  digital  means, 
land,  stopping  pulsation  in  the  aneurysm  com- 
pletely, was,  if  possible,  to  produce  coagulation  of 

•  the  contents,  and  the  flexion  treatment  had  exactly 
:  the  same  object.  But  the  instrumental  compres- 
:sion  which  we  took  up  on  February  24th  had  a, 

•  very  different  object ;  we  purposely  did  not  stop 
ithe  circulation  completely  through  the  aneurysm, 
Ibut  we  allowed  a  little  blood  to  trickle  past  by 
I  j just  graduating  the  compression  sufiiciently  to 
( obstruct  but  not  to  stop  the  artery.  Under  these 
(circumstances  we  hoped  to  get  a  cure  by  quite  a 
( different  method — namely,  a  deposit  of  laminated 
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fibrine  within  the  sac,  and  this  method  is  no 
doubt  that  by  which  nature  cures  aneurysms. 
You  see  occasionally  in  post-mortem  examina- 
tions an  aortic  aneurysm,  for  example,  either 
absolutely  cured,  or  so  far  cured  that  it  gives  no 
trouble,  by  thick  deposits  of  laminated  fibrine. 
If  you  look  in  the  museum  you  will  see  plenty  of 
specimens  illustrating  this  point,  and  you  may 
see  sections  of  cured  aneurysms  in  the  bottles  on 
the  table.  You  will  observe  dense  white  fibrine 
which  must  have  been  deposited  in  layers  one 
upon  the  other  from  the  outside  of  the  aneurysm 
towards  the  centre.  That  is  the  method  of  cure 
by  laminated  fibrine,  and  it  is  no  doubt  the  best 
method  ;  indeed,  the  older  surgeons  held  that  it 
was  the  only  cure,  but  that  is  not  true.  Aneu- 
rysms can  be  cured  by  coagulating  the  contents 
of  the  sac,  but  the  cure  is  apt  to  be  evanescent. 

I  ought  to  have  mentioned  that  I  put  the 
patient  first  upon  a  limited  diet — namely,  meat, 
six  ounces ;  bread,  six  ounces  ;  milk,  one  pint ; 
tea,  half  a  pint ;  and  two  or  three  ounces  of  rice, 
to  be  made  up  into  a  pudding  with  a  little  milk. 
She  had,  you  observe,  a  full  allowance  of  meat, 
but  I  limited  the  bread  and  cut  down  the  fluids 
as  much  as  possible.  That  is  the  kind  of  diet 
which  you  want  to  give  to  aneurysmal  patients. 
You  want  to  increase  the  plasticity  of  the  blood, 
and  you  do  that  by  diminishing  the  watery  part 
of  it,  putting  the  patient  upon  a  limited  amount 
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of  fluid,  and  also  increasing  the  fibrinous  portion 
of  the  food.  Then  I  put  her  upon  iodide  of 
potassium  in  twenty-grain  doses.  There  is  a 
feeling  among  physicians  rather  than  among 
surgeons  that  iodide  of  potassium  does  good  in 
some  cases  of  aneurysm.  It  certainly  could  do 
no  harm,  and  therefore  I  thought  it  well  to  give 
iodide  of  potassium  at  the  same  time  that  she 
was  under  these  various  methods  of  treatment. 
Nevertheless  we  failed. 

Was  there  any  other  method  which  might  have 
been  adopted  before  I  tied  her  artery  ?  There 
was  one,  but  I  did  not  think  it  well  to  adopt  it; 
I  think  it  right,  however,  that  you  should  know 
it.  It  is  the  application  of  Esmarch's  bandage. 
In  order  to  do  this  properly  you  must  put  on  an 
elastic  bandage  from  the  foot  up  to  the  aneurysm, 
and  you  must  put  on  another  from  the  thigh  down- 
wards to  the  aneurysm  ;  the  result  being  that 
you  squeeze  all  the  blood  of  the  limb  into  the 
aneurysm  so  that  you  make  it  tense,  and  you 
make  the  blood  perfectly  stagnant  in  the  sac.  If 
you  can  do  that  for  two  or  three  hours  you  may 
hope  to  produce  coagulation  of  the  contents. 
Some  years  ago,  when  the  plan  was  first  sug- 
gested by  Dr.  Reid,  R.N.,  I  tried  it  here  in  two 
cases,  and  I  have  brought  the  notes  of  them  with 
me.*  The  first  case  was  that  of  a  man,  aged 
'  thirty-two,  a  coal  miner,  who  had  a  large  popli- 
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teal  aneurysm.  On  October  29th,  1879,  at 
three  p.m.,  half  a  grain  of  morphia  having  been 
injected  beneath  the  skin  of  the  right  thigh, 
Esmarch's  bandage  was  applied  to  the  limb  in 
the  usual  manner,  reaching  to  the  lower  border 
of  the  sac.  A  piece  of  Martin's  india-rubber 
bandage  was  applied  from  above  downwards  in 
the  thigh,  stopping  well  above  the  aneurysm,  and 
over  the  bandage  the  elastic  cord  was  tightly 
drawn.  At  four  p.m.  the  patient  was  placed 
under  the  influence  of  dichloride  of  ethedene 
(now  we  should  put  the  patient  under  ether), 
the  pain  produced  by  the  treatment  having 
become  very  severe.  At  six  p.m.  the  tourni- 
quet and  the  bandage  were  removed  (the  former 
first)  and  the  anaesthetic  discontinued ;  all  pulsa- 
tion had  ceased  in  the  sac,  and  it  was  apparently 
solid.  One  hour  afterwards,  however,  a  slight 
return  of  pulsation  was  noticed  by  the  house- 
surgeon.  Two  of  Carte's  compressors  were  there- 
fore applied  (one  to  the  groin  and  the  other  to 
the  middle  of  the  thigh),  and  the  artery  was 
controlled  by  them  alternately.  Compression  was 
thus  kept  uj)  until  nine  a.m.  on  the  30th.  The 
result  was  a  complete  cure. 

The  second  case  was  that  of  a  man,  aged  thirty- 
seven,  who  was  admitted  under  my  care  on  De- 
cember 2nd,  1879.  He  had  a  large  popliteal 
aneurysm  which  was  thought  to  be  fusiform. 
The  aneurysm  had  no  thrill  in  it,  and  no  bruit. 
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On  December  3rd  Esmarch's  bandage  and  tourni- 
quet were  applied  as  before,  and  were  kept  on  for 
three  hours  and  a  half,  the  patient  being  under 
the  influence  of  dichloride  of  ethedene  the  greater 
part  of  the  time.     He  also  made  a  good  recovery. 

You  may  naturally  say  :  "  If  those  two  patients 
recovered,  why  not  adopt  the  method  in  the  case 
of  this  patient  ? "  Well,  because  there  is,  no 
doubt,  a  little  risk  of  gangrene,  and  other  sur- 
geons have  not  been  so  fortunate  as  I  was  in  those 
cases.  I  therefore  preferred  to  tie  the  femoral 
artery. 

Having  made  up  my  mind  to  tie  the  artery,  I 
.  gave  the  patient  (all  these  methods  being  a  little 
exhausting)  a  couple  of  days'  rest,  and  on  Feb- 
ruary 27th  I  tied  the  femoral  artery — of  course 
the  superficial  femoral  artery  ;  I  tied  it  where  it 
is  crossed  by  the  sartorius  muscle,  and  there  was 
no  difiiculty  in  finding  it.     I  made  a  free  in- 
■  cision  (and  I  am  sure,  if  you  are  to  tie  ai'teries 
successfully,   you  must  have   plenty  of  room) 
through  the  skin  and  fascia,  and  exposed  the 
sartorius  muscle,  which  was  drawn  a  little  out- 
wards.   Then  the  sheath  of  the  vessel  was  ex- 
posed, which  I  opened  carefully  with  a  knife  and 
forceps,  and  then  slipped  the  needle  round,  dis- 
turbing the  parts  as  little  as  possible. 

I  feel  confident  that  a  successful  result  depends 
very  much  upon  the  way  in  which  the  artery  is 
tied.    Tf  you  isolate  it  much,  if  you  piill  it  about 
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and  bruise  it  with  directors  and  instruments  of 
that  kind,  you  can  hardly  expect  that  the  artery 
will  do  well  afterwards.  I  am  sometimes  shocked 
at  examinations  to  see  young  surgeons,  when 
called  upon  to  operate,  taking  a  steel  director 
and  tearing  out  the  artery  for  an  inch  or  more 
in  length.  Luckily  it  is  a  dead  artery,  so  that 
it  does  not  much  matter ;  but  if  it  were  living, 
the  chances  are  that  there  would  be  secondary 
haemorrhage.  I  think  that  is  one  explanation  of 
the  statement  lately  made  by  Mr.  Ballance  at  the 
Royal  College  of  Surgeons  that  the  great  mor- 
tality after  the  ligaturing  of  large  arteries  was 
due  to  secondary  hgemorrhage.  Now,  I  have  tied 
a  pretty  good  number  in  my  time,  but  I  am 
happy  to  say  that  I  have  never  seen  secondary- 
haemorrhage.  I  saw  Sir  W.  Fergusson's  prac- 
tice for  many  years,  and  he  tied  a  great  many 
arteries,  but  I  never  knew  a  case  of  secondary 
heemorrhage  ;  but  I  have  known  it  occur  in  the 
practice  of  another  surgeon  in  two  cases.  One 
was  in  the  femoral  and  one  in  the  carotid,  and 
both  cases  were  fatal,  as  such  cases  usually  are. 
The  artery  may  be  too  diseased  to  bear  a  liga- 
ture. That,  of  course,  is  very  unfortunate  ;  and 
if  you  do  get  an  artery  so  diseased,  perhaps  the 
best  course  is  to  use  a  very  large  ligature.  But 
if  the  artery  is  healthy  enough  to  bear  a  Hgature,  ' 
it  is  possible  that  it  may  have  been  too  much 
torn  or  disturbed  at  the  time  of  the  operation. 
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That  is  one  great  argument  against  a  practice 
which  is  a  very  old  one,  but  which  has  been  re- 
vived within  the  last  few  years  at  St,  Bartholo- 
mew's Hospital — viz.,  tying  the  artery  in  two 
places  and  dividing  between.  The  theory  is  that, 
if  you  have  an  artery  divided  in  that  way,  its 
elasticity  is  expended  by  retraction,  and  there 
can  be  no  tension  upon  the  point  of  ligature. 
Now,  this  practice  seems  to  me  to  add  consider- 
able risk  to  the  operation.  You  must  isolate  the 
artery  considerably  to  get  two  ligatures  round  it ; 
and,  moreover,  by  cutting  the  artery  through,  if 
one  ligature  should  happen  to  slip,  you  lay  your- 
self open  to  secondary  haamorrhage,  and  that  is 
what  has  occurred.  A  surgeon  tied  the  sub- 
clavian artery — you  know  how  short  that  is — 
in  two  places,  and  divided  the  vessel  between  ; 
half  an  hour  afterwards  one  of  the  ligatures 
:  slipped,  the  result  being  that  excessive  haemor- 
rhage occurred,  and  the  patient  died. 

My  advice  is  to  tie  with  a  good  silk  ligature 
and  to  tie  tightly,  and  that  brings  me  to  another 
matter  which  has  been  lately  laid  down  by  Mr. 
Ballance  in  his  lectures — namely,  that  we  are 

•  wrong  in  tying  tightly,  and  that  we  should  not 
■  tie  sufiBciently  tightly  to  divide  the  coats  of  the 
.  artery.    Let  me  explain  what  you  do  when  you 

•  tie  a  ligature  tightly.     What  you  do  is  to  divide 

•  the  internal  and  middle  coats,  which  contract  and 
:  retract  above  and  below  the  ligature,  by  which 
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the  external  cellular  coat  is  firmly  embraced. 
That  I  believe  is  the  best  plan,  because  if  you 
use,  as  we  now  do,  an  aseptic  ligature,  nothing 
more  happens.  The  ligature  in  the  case  up- 
stairs has  never  come  away,  and  never  will ;  it 
is  lying  quietly,  surrounding  the  external  coat, 
and  strengthening  it  materially  ;  the  middle  coat 
has  retracted  and  become  agglutinated  by  lymph, 
and  firmly  closed ;  and  therefore  the  risk  of 
secondary  hemorrhage  is  reduced  to  a  minimum. 

I  quite  allow  that  when  we  had  septic  ligatures, 
when  we  used  to  tie  with  silk  or  hemp,  which 
came  away  afterwards  (and  we  left  the  end  of  it 
out  to  pull  at),  there  was  a  little  moi*e  risk.  Sup- 
posing that  firm  union  had  not  taken  place,  and 
the  parts  had  not  become  amalgamated,  then  was 
the  time  for  secondary  hfemorrhage  to  occur.  I 
have  here  a  specimen  which  illustrates  the  subject. 
Here  is  the  carotid  of  a  young  woman  who  died 
some  years  ago.  I  had  applied  a  ligature,  and  the 
patient  died  a  few  days  afterwards  from  soften- 
ing of  the  brain,  which  is  not  a  very  unusual 
result  of  ligature  of  the  carotid.  The  cut  ends 
of  the  aseptic  silk  are  still  to  be  seen  in  position. 
The  coats  of  the  artery  are  evidently  tied  closely, 
and  you  can  see  a  considerable  clot  above  the 
ligature  and  a  smaller  clot  below.  You  could 
not  have  a  better  illustration  of  the  use  of  an 
aseptic  silk  ligature. 

You  may  know,  perhaps,  that  it  has  been 
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proposed  to  use  catgut  ligatures  instead  of  silk, 
and  when  those  ligatures  first  came  in  I  tied  a 
femoral  artery  with  one  of  them  in  this  theatre. 
It  was  a  case  of  popliteal  aneurysm,  and  I  tied 
the  femoral  in  the  ordinary  way  ;  but  in  a  few 
days  pulsation  returned  in  the  aneurysm  and  all 
the  way  up  the  femoral  artery.    It  was  evident 
that  in  the  effort  made  not  to  tie  the  artery  so 
tightly  as  to  cut  the  coats,  I  had  not  obliterated 
the  artery  at  all ;  and  that  the  catgut  ligature, 
becoming  softened,  had  given  way,  and  so  the 
•  current  of  blood  had  poured  on.     I  solved  the 
I  difficulty  by  putting  a  silk  ligature  a  little 
lower  down,  and  the  patient  got  well.*  Mr, 
'Thomas  Smith,  of  St.  Bartholomew's,  was  not 
!S0  lucky.     He  had  a  case  of  that  kind,  where 
.he  tied  the  femoral  artery  with  catgut,  and  the 
isame  thing  took  place  ;  the  catgut  gave  way,  and 
I  the  pulsation  returned.     But,  unfortunately,  he 
I  tied  the  ligature  a  little  tighter  than  I  did,  and 
Ithe  result  was  that  he  weakened  the  coats  of  the 
iartery  at  the  point  of  ligature,  and  within  a  few 
^weeks  an  aneurysm  developed  at  that  point,  so 
tthat  the  patient's  condition  was  aggravated  by 
tthe  operation,  because  he  had  a  second  aneurysm 
fdeveloped  at  the  seat  of  the  ligature  in  addition 
tto  the  one  below. 

So  much  for  the  question  of  ligature  and  the 
cquestion  of  operation  in  this  case.    Now  let  me 
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say  a  word  witE  regard  to  what  has  happened  in 
the  sac  of  the  aneurysm  since  the  ligature  was 
tied.  Is  it  a  cure  by  coagulation  of  the  contents 
of  the  sac,  or  is  it  a  cure  by  deposit  of  fibrine  ? 
It  is  a  little  difficult  to  be  sure  in  this  case,  because 
I  am  happy  to  say  we  have  not  had  an  oppor- 
tunity of  examining  the  sac,  and  I  hope  we  shall 
not  have  it,  but  I  rather  think  it  is  a  cure  by 
coagulation  of  the  contents,  and  for  this  reason. 
We  had  a  certain  amount  of  clot  in  the  sac  before 
the  operation.  I  then  tied  the  femoral  arterj?^, 
and  we  have  never  had  the  slightest  pulsation  in 
the  sac  since.  Now,  in  order  to  get  deposit  of 
laminated  fibrine  you  must  get  a  current  of  blood 
going  through  the  sac,  but  we  have  never  had 
anything  of  the  kind,  it  has  been  solid  from  the 
first ;  therefore  I  think  I  may  say  (with  a  certain 
amount  of  hesitation)  that  we  have  here  a  cure 
by  means  of  the  coagulation  of  the  contents  of 
the  sac.  The  effect  of  the  ligature  was  to  do 
what  we  tried  to  do  by  digital  compression,  but 
we  failed  then  to  get  complete  stasis  of  the  con- 
tents of  the  sac,  and  as  a  consequence  of  the 
ligature  we  have  now  coagulation  of  the  contents 
of  the  sac  and  a  cure.  Therefore,  believing  that 
to  be  the  case,  I  have  been  very  careful  to  avoid 
manipulating  the  sac  since.  I  think  it  is  quite 
possible  that  if  we  were  to  over-manipulate  the 
sac  and  pull  it  about  too  much  we  might  displace 
some  of  the  clot  and  disturb  the  cure. 
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With  all  your  care  accidents  will  sometimes 
happen,  whether  the  cure  is  from  coagulation  or 
from  deposit  of  fibrine.  Sometimes  the  sac  of 
an  aneurysm  gives  way  within  a  very  few  hours, 
of  the  ligature  of  the  main  artery,  and  it  is  a 
serious  matter,  because  it  almost  always  involves 
<i;angrene  of  the  limb  and  amputation.  What  is 
the  explanation  ?  I  believe  it  is  this,  that  there 
is  a  very  thin  sac  which  has  possibly  undergone 
a  certain  amount  of  manipulation  in  previous 
attempts  at  cure  by  compression.  Then  the 
surgeon  resolves  to  tie  the  main  artery,  and  when 
he  is  doing  it  some  of  the  bystanders,  being  very 
anxious  to  see  that  the  pulsation  has  ceased,  mani- 
pulate the  sac.  I  always  take  care  to  avoid  that. 
I  only  allow  one  gentleman  to  put  his  finger  on  the 
■sac  to  assure  me  that  the  pulsation  has  ceased. 

Then  there  is  another  thing  that  may  happen, 
and  it  might  happen  in  this  case — inflammation 
of  the  parts  surrounding  the  sac  might  come  on. 
It  is  said  to  be  inflammation  of  the  sac  itself, 
and  possibly  it  may  be  ;  but  I  think  it  is  rather 
of  the  surrounding  structures,  and  is  set  up  pro- 
ibably  from  the  same  causes  as  those  I  have 
naentioned — viz.,  by  over-manipulation,  and  then 
m  abscess  forms  and  has  to  be  opened,  and  you 
ind  that  it  communicates  with  the  sac  of  the 
ineurysm.  Now,  that  is  not  necessarily  a  fatal 
hing  at  all.  If  it  does  not  occur  for  some  days 
ifter  the  ligature,  the  aneurysm  has  become  solid. 
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as  you  see  in  these  specimens.  You  open  the 
abscess,  and  perhaps  some  of  the  clot  may  be 
discharged,  and  perhaps  not ;  and  although  it  is 
an  anxious  case,  still  the  patient  may  do  well.  I 
have  known  it  occur  in  a  case  of  carotid  aneu- 
rysm. A  colleague  of  mine  tied  the  carotid,  and 
subsequently  suppuration  of  the  sac  of  the  aneu- 
rysm took  place,  yet  there  was  no  secondary 
hsemorrhage,  and  the  patient  got  well. 

I  have  been  hitherto  speaking  of  the  treat- 
ment of  aneurysm  entirely  by  proximal  methods. 
All  the  methods  I  have  mentioned  have  been 
between  the  aneurysm  and  the  centre  of  the 
circulation,  but  you  must  understand  that  there 
are  methods  which  we  are  sometimes  obliged  to 
adopt  called  the  distal  methods,  and  I  will  say  a 
word  or  two  about  them  so  as  to  put  the  matter 
clearly  before  you.    There  are  of  course  arteries 
like  the  innominate,  or  the  first  part  of  the  sub- 
clavian,  or  the  carotid  low  down,   where  you 
cannot  get  to  the  proximal  side  of  the  artery. 
There  have  been  one  or  two  attempts  (you  may  see 
Liston's  specimen  in  our  museum)  to  tie  the  first 
part  of  the  subclavian  artery,  and  to  tie  the  in- 
nominate, but  they  have  always  proved  fatal, 
because  when  the  ligatures  came  away  secondary 
hsemorrhage  occurred.    Listen  tried  to  avoid  that 
by  tying  the  carotid  as  well  as  the  first  part  of 
the  subclavian  in  the  case  in  the  museum,  but 
the  same  thing  happened,  and  the  patient  died. 
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Of  course  it  is  possible  nowadays,  -with  septic 
ligatures,  that  we  miglit  succeed  in  getting  a 
lio-ature  on  so  near  the  heart,  but  he  would  be 
a  bold  surgeon  who  would  do  it,  because  it  is  a 
difficult  operation,  and  the  results  have  been  so 
exceedingly  unsatisfactory.  Therefore,  for  these 
cases  one  of  the  methods  suggested  for  treatment 
has  been  what  is  called  the  distal  ligature,  and  it 
is  often  called  Brasdor's  operation — not  that 
Brasdor  did  it.  Although  it  was  suggested  by  a 
French  surgeon,  it  was  an  English  surgeon, 
Wardrop,  who  in  1827  first  tied  a  distal  ligature 
at  the  root  of  the  neck.  He  tied  the  carotid  for 
aneurysm  of  the  innominate,  and  afterwards  the 
subclavian.  You  will  observe  the  difference  be- 
tween the  two  if  you  think  of  the  anatomy  of  the 
parts.  The  carotid  artery  runs  up  from  the  root 
of  the  neck,  and  you  have  a  considerable  length 
of  vessel  upon  which  you  can  put  a  ligature  with- 
out any  branch  intervening  between  it  and  the 
main  artery  below.  But  it  is  very  different 
with  regard  to  the  subclavian.  Prom  the  first 
part  the  vertebral,  the  internal  mammary,  and 
the  thyroid  axis  come  off,  and  from  the  second 
part  there  is  the  superior  intercostal  given 
off. 

Now,  imagine  that  you  do  as  Wardrop  did — 
put  a  ligature  upon  the  third  part  of  the  artery. 
There  are  a  number  of  branches  intervening 
between  the  point  of  the  ligature  and  the  inno- 
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minate  artery,  so  that,  as  I  understand  it,  Brasdor 
:and  Wardrop  are  not  exactly  the  same  thing, 
though  we  generally  call  both  the  distal  operation. 
Then,  of  course,  you  can  combine  the  two  opera- 
tions. I  myself,  in  1865,  tied  these  two  arteries — 
the  subclavian  in  the  third  part,  and  the  carotid 
artery  in  the  neck — in  the  case  of  a  woman  who 
had  a  large  aneurysm  believed  to  be  of  the  inno- 
minate ;  but  it  turned  out  four  years  and  a  half 
:  afterwards,  when  she  died,  that  the  diagnosis  was 
incorrect,  and  that  it  was  really  a  case  of  aortic 
aneurysm.  Still,  she  was  immensely  relieved, 
and  if  she  had  been  careful  of  her  health 
she  might  have  lived  longer,  I  think.  The 
specimen  is  in  the  museum  of  the  College  of 
Surgeons.  It  is  beautifully  dissected,  and  it  is 
injected  so  that  it  shows  all  the  anastomoses  very 
nicely. 

Of  course,  these  operations  must  be  done  upon 
a  different  principle  from  the  proximal  opera- 
tions, and  surgeons  are  not  quite  agreed  as  to 
what  the  effect  of  tying  the  distal  ligature  is. 
;Some  say,  as  Mr.  Erichsen  holds,  that  by  tying 
the  carotid  and  the  third  part  of  the  subclavian 
you  cut  off  two-thirds  of  the  blood,  and  leave 
only  one-third  to  come  through  the  arteries. 
But  the  fact  that  you  have  tied  the  artery  in 
these  two  places,  and  hindered  the  blood  going 
beyond,  does  not  prevent  the  normal  quantity 
coming  in  below  ;  therefore,  it  would  rather  seem, 
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if  it  were  followed  out,  that  by  stopping  the 
current  of  blood  beyond  the  aneurysm  you  would 
throw  a  greater  strain  upon  the  aneurysm  itself, 
which,  we  hope,  is  not  the  fact.  Then  Mr. 
Holmes  has  suggested  that  the  clotting  extends 
from  the  sites  of  the  ligatures  backwards  into 
the  sac  of  the  aneurysm.  But  I  have  proved 
that  not  to  be  the  fact,  and  specimens  in  the 
museums  show  that  it  is  not  so.  Therefore,  we 
come  to  my  own  theory  upon  the  subject — I  only 
advance  it  tentatively — that  is,  that  the  ligature 
applied  on  the  distal  side  of  an  aneurysm  has 
some  effect  in  altering  the  direction  of  the  current 
■of  blood.  I  do  not  know  how,  but  I  am  sure 
that  if  you  tie  the  arteries  beyond  an  aneurysm 
it  is  that  alteration  in  the  direction  of  cui'rent 
which  leads  to  clotting  in  the  sac.  I  allow  that 
it  is  not  a  satisfactory  explanation,  but  I  think  it 
is  more  satisfactory  than  the  other  two. 

It  has  been  suggested  that  you  should  inject 
fluids  into  the  aneurysm,  and  this  has  been  tried. 
Perchloride  of  ii'on  has  been  injected.  Again, 
it  has  been  suggested  that  either  horsehair  or  thin 
wire  should  be  put  in  the  aneurysm,  so  as  to 
produce  coagulation  of  the  contents,  and  so  bring 
about  a  cure.  The  late  Mr.  Moore,  of  the  Middle- 
sex Hospital,  was  the  first  to  do  this,  and  it  has 
been  repeated  a  few  times,  and  with  success  in 
the  case  of  the  abdominal  aorta ;  but  it  is  a  fact 
that  no  patient  has  recovered  who  has  had  any 
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foreign  body  put  into  a  large  aneurysm  of  the 
root  of  the  neck.  Mr.  Beck  had  a  case  here  a 
few  years  ago  in  which  he  did  it,  and  produced  a 
certain  amount  of  coagulation,  but  without  any 
permanent  effect.  With  regard  to  other  methods, 
it  has  been  suggested  that  injecting  ergotine  into 
the  neighbourhood  of  an  aneurysm  might  do  good  ; 
but  it  is  absurd.  The  idea  is  that  it  will  cause 
contraction  of  the  muscular  fibre,  but  if  you  look 
at  any  specimen  of  aneurysm  you  will  see  that 
there  is  very  little  muscular  fibre  in  it,  and  it 
could  not  be  affected  by  the  small  quantity  of 
ergotine  thrown  in. 

Lastly,  there  are  two  suggestions  of  Sir  W. 
Fergusson's  which  I  ought  to  mention.  One  is, 
that  in  the  case  of  an  aneurysm  of  the  subclavian 
artery  in  the  first  part,  which  cannot  possibly  be 
treated  by  a  proximal  ligature,  you  should  ampu- 
tate at  the  shoulder,  and  then  tie  the  axillary 
artery  at  the  end  of  the  stump.  In  that  way 
you  get  rid  of  the  limb,  and  therefore,  to  a  cer- 
tain extent,  get  rid  of  the  danger  of  secondary 
hasmorrhage.  Mr.  Luther  Holden  and  the  late 
Professor  Spence  of  Edinburgh  each  had  a  case, 
and  I  myself  have  had  a  case  where  I  thought  it 
right  (the  man's  arm  being  perfectly  useless  and 
paralysed)  to  amputate  at  the  shoulder-joint ;  but 
I  should  not  do  it  again,  because  I  do  not  think 
it  did  any  good.  The  aneurysm  progressed  as- 
before. 
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Then  there  is  the  question  of  displacing  some 
of  the  clot.  Sir  William  Fergusson  proposed  to 
manipulate  some  of  the  clot  out  of  the  aneurysm 
with  a  view  of  blocking  the  artery  beyond.  It 
was  done  in  one  or  two  cases,  but  without  any 
permanently  good  result,  and  there  is  always  the 
risk  of  blocking  some  of  the  cerebral  arteries  and 
thus  producing  paralysis  and  death. 


p 


ON 

STRANGULATED  HERXIA. 


Last  Sunday  week  we  had  a  case  of  strangulated 
hernia.  Unfortunately,  it  occurred  at  a  time  when 
very  few  of  you  were  here,  and  the  case  only 
lasted  a  few  hours,  but  I  had  the  opportunity  of 
showing  you  the  post-mortem  specimens.  The 
case  was  this.  The  man  was  fifty-six  ■  years  of 
age,  and  he  had  had  a  hernia  twenty  years.  On 
December  6th  his  bowels  acted.  On  the  following 
day  they  did  not  act  and  the  hernia  became 
irreducible.  On  the  8th  vomiting  began,  and  in 
the  evening  of  that  day  it  began  to  be  stercora- 
ceous.  On  the  9th  he  applied  to  the  hospital  for 
relief.  So  that  you  see  from  the  6th,  or  some 
time  after  the  6th,  till  the  9th,  we  may  say  for 
three  days  practically,  he  had  strangulated 
hernia. 

The  treatment,  I  am  sorry  to  say,  consisted  in 
taking  purgative  medicines  on  his  own  account, 
nnd  he  did  not  appear  to  have  seen  a  doctor  till 
he  came  here.     The  house-surgeon  attempted  to 
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reduce  the  hernia,  but,  failing  to  do  so,  he  sent 
for  me.  I  hajopened  to  be  out  of  the  way,  and 
Mr.  Pollard  came  and  acted  for  me.  He  operated 
'  on  the  patient  and  reduced  the  hernia.  At  the 
:  same  time  he  performed  a  radical  cure  by  remov- 
;  ing  the  sac,  which  you  see  here,  and,  as  it  turned 
I  out  to  be  a  congenital  hernia  with  a  very  much 
;  atrophied  testicle,  he  thought  it  wiser,  and  I  have 
1  no  doubt  he  was  right,  to  remove  the  testicle  at 
Ithe  same  time.  That  gave  him  an  opportunity 
( of  stitching  up  the  canal  and  j)erforming  a  radical 
(Cure.  But,  unfortunately,  as  soon  as  the  bowel 
'was  reduced  the  purgatives  which  the  man  had 
;  already  got  in  him  began  to  act.  He  had  pro- 
tfuse  diarrhoea,  and  considerable  exhaustion  follow- 
iing  upon  that,  and  he  died  three  hours  after  the 
(Operation. 

Leaving  this  case  for  a  moment,  let  us  turn  to 
tthe  subject  of  strangulated  hernia,  which  is  a 
rmost  important  one.  In  the  first  place,  what  do 
vwe  mean  by  it  ?  We  mean  that  a  piece  of  bowel 
thas  slipped  through  one  of  the  apertures  through 
vwhich  the  bowel  is  apt  to  pass,  and  has  become 
sso  tightly  constricted  that  not  merely  is  it  irre- 
dducible,  but  in  addition  to  that  the  circulation  of 
Lthe  bowel  is  interfered  with.  It  is  very  important 
t.that  you  should  clearly  understand  the  differ- 
eence  between  an  irreducible  hernia  and  a  strangu- 
dated  hernia.  A  ^Derson  may  go  for  many  years 
with  irreducible  hernia  and  no  harm  may  come 
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of  it  ;  but,  if  it  becomes  strangulated,  it  is  ob- 
vious tliat  a  very  few  hours  will  produce  such 
changes  in  the  bowel  that,  unless  it  is  promptly- 
relieved,  the  patient  will  die  of  its  mortification. 

I  can  illustrate  pretty  well  what  the  condition 
is  in  this  way.  Supposing  that  I  tie  a  piece 
of  string  round  my  finger  thus,  pretty  tightly — 
of  course  I  immediately  produce  venous  conges- 
tion, because  the  effect  of  the  string  is  to  stop 
the  return  current  of  blood  in  the  veins.  If  I  go 
on  and  keep  the  string  sufficiently  tight  and 
sufficiently  long  upon  the  finger,  I  shall  eventu- 
ally get  stasis  of  the  blood  in  the  vein,  and  then 
stoppage  of  the  blood  in  the  artery,  and  finally  I 
shall  have  the  finger  mortifying  and  dropping  off. 
That  is  precisely  what  occurs  with  a  piece  of  in- 
testine which  is  strangulated.  If  you  think  for 
a  moment  how  extremely  tight  the  ring  some- 
times is,  particularly  the  femoral  ring,  you  will 
see  at  once  that  the  strangulation  may  be  very 
acute,  and  you  may  possibly  have  an  opportunity 
of  seeing,  as  I  have  seen,  a  patient  in  whom 
strangulation  has  only  lasted  a  couple  of  hours  or 
so,  apparently  at  the  point  of  death. 

The  explanation  of  that  is  not  so  much  the 
interference  with  the  circulation  (because  two 
hours'  strangulation  is  not  sufficient  to  produce  any 
such  change  in  the  bowel  as  will  lead  to  death), 
but  is  the  effect  produced  upon  the  system 
through  the  sympathetic  nerve,  which,  being 
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tightly  nipped,  reacts  upon  the  patient,  who  looks 
as  if  he  were  moribund  within  a  couple  of  hours 
of  the  strangulation.  There  was  nothing  of  that 
kind  here.  The  patient  went  three  days  with  his 
strangulated  hernia,  and  when  he  was  operated 
on  the  bowel  was  not  in  a  very  bad  condition, 
because  Mr.  Pollard  thought  himself  justified — 
and  he  was  justified  by  the  result — in  returning 
it  into  the  abdomen.  Here  is  the  piece  of  in- 
testine which  was  strangulated.  You  will  see 
from  its  appearance  (of  course  it  has  lost  its 
colour)  that  it  has  evidently  been  in  a  sac  more 
than  once.  You  will  observe  that  there  is  a  good 
deal  of  thickening  about  it,  and  it  is  obvious  that 
there  has  been  from  time  to  time  a  good  deal  of 
action  about  the  bowel,  congestion,  and  some 
inflammation,  which  have  led  to  the  condition 
which  you  see. 

With  regard  to  the  symptoms,  supposing  a 
patient  has  had  hernia  for  some  years,  what  he 
generally  finds  is  this.  On  some  occasion, 
when  he  has  made  some  extra  effort,  when  he 
has  had,  perhaps,  a  straining  at  stool,  or  some- 
thing of  the  kind,  the  hernia  comes  down  and 
he  cannot  put  it  back  as  he  has  been  accus- 
tomed to  do.  And  here  let  me  say  that  patients 
are  often  better  able  to  put  a  hernia  back  than 
the  surgeon,  however  skilful ;  they  have  been 
accustomed  to  do  it,  and  they  have  also  the  ad- 
vantage of  feeling  the  hernia  while  they  are 
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manipulating  it  with  the  fingers.  The)'-  will  lie 
down  and  put  themselves  sometimes  in  very- 
curious  positions,  and  by  kneading  and  carefully 
manipulating  they  will  put  it  back.  On  this 
occasion  the  patient  finds  that  with  all  his  efibrts, 
and  trying  all  that  he  knows,  he  cannot  put  the 
rupture  back,  and  in  such  a  case,  if  he  were 
wise,  he  would  take  advice  at  once.  But  un- 
happily patients  are  not  always  wise,  and  our 
unfortunate  man,  instead  of  going  to  a  surgeon 
to  overcome  the  obstruction,  took  purgative 
medicine,  which  was  really  the  cause  of  his 
death. 

Then,  in  addition  to  those  cases  where  a  patient 
has  had  a  hernia,  you  must  remember  that  a 
hernia  may  sometimes  be  brought  down  and 
strangulated  then  and  there.  A  woman  may  be 
in  a  great  crowd,  sight-seeing — I  have  known 
it  occur  more  than  once — and  she  gets  very 
much  squeezed,  and  afterwards  she  finds  a 
small  lump  in  the  gi'oin,  which  is  then  and 
there  strangulated.  I  remember  a  case  of  that 
kind  in  1856  at  the  Peace  illuminations,  and 
the  same  thing  occurred  in  a  patient  whom  I  saw 
during  the  last  Jubilee  year.  In  such  a  case 
the  patients  are  often  not  aware  that  there  is  a 
lump  at  alh  What  they  find  is  that  they  get 
sickness,  which  increases  till  it  becomes  sterco- 
raceous,  and  then  perhaps  they  send  for  a  doctor 
for  what  they  call  bilious  vomiting.    The  same 
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thing  occurs  in  elderly  patients,  wlio  have  felt, 
perhaps,  a  little  lump  in  the  groin  for  years  and 
have  paid  no  attention  to  it  until  it  becomes 
strangulated.  Now,  I  want  particularly  to  warn 
you  when  you  get  into  practice  never  to  treat  a 
case  of  "  bilious  vomiting  "  without  being  quite 
certain  that  it  is  not  a  case  of  strangulated 
hernia.  And  do  not  be  content  with  the  word 
of  the  patients.  They  do  not  always  understand 
what  you  mean  ;  they  may  say  that  they  have 
a  lump  or  they  may  not  ;  often  they  will  deny 
that  they  have  a  lump  because  it  is  so  small  that 
they  are  not  aware  of  its  presence.  Therefore 
you  ought  to  make  it  a  rule  to  put  your  fingers 
into  the  groin  and  feel  the  femoral  and  inguinal 
regions,  particularly  the  femoral  in  women  and 
the  inguinal  in  men.  And  then  do  not  forget 
the  umbilicus,  because  umbilical  hernia  is  not  so 
uncommon,  after  all,  in  women  who  have  had 
large  families,  and  occasionally  you  meet  with  it 
in  men. 

In  the  great  majority  of  cases  of  strangulated 
hernia  you  endeavour,  if  possible,  to  put  the 
bowel  back.  But  if  you  happen  to  see  a  patient 
who  is  completely  collapsed  and  faint,  with  a 
cold  sweat  on  the  skin,  and  apparently  moribund, 
and  a  history  of  three  or  four  days'  presence  of 
strangulated  hernia,  you  may  be  pretty  sure  that 
the  bowel  must  have  got  to  a  state  in  which  it 
would  be  very  unsafe  to  put  it  back,  and  you 
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had  better  operate  without  applying  the  taxis. 
But  that  is  an  exceptional  thing.  I  suppose 
almost  every  surgeon  when  he  first  sees  a  hernia, 
makes  an  attempt  to  put  it  back.  In  applying 
the  taxis  you  should  use  steady  pressure,  but  no 
force.  If  you  use  force  you  may  do  a  great  deal 
of  harm  to  the  bowel ;  you  may  even  tear  up 
the  whole  sac  and  push  it  before  you,  return- 
ing it,  as  we  say,  en  bloc  within  the  abdominal 
cavity,  but  not  relieving  the  strangulation.  But 
most  particularly  you  should  be  careful  not  to 
burst  the  bowel.  In  such  a  case  as  this,  for 
instance,  where  the  strangulation  had  existed  for 
three  days,  I  can  easily  imagine  that  if  any  undue 
force  had  been  offered  the  bowel  might  have 
been  ruptured.  I 

Failing  to  return  the  bowel  under  ordinary 
manipulation,  what  is  the  next  best  thing  to  be 
done  ?  Undoubtedly,  to  operate.  Then,  should 
you  do  anything  in  the  interval,  while  making 
preparations  to  operate  ?  Many  surgeons  say, 
"  Put  on  an  ice-bag" ;  but  I  cannot  imagine  why 
an  ice-bag  should  be  put  upon  a  strangulated 
hernia,  because  it  certainly  cannot  do  any  good. 
I  know  that  there  are  some  authorities  for  it, 
but  I  certainly  do  not  recommend  the  practice 
to  you.  I  think  you  had  much  better  not  apply 
ice,  because  cold  may  just  act  as  the  turning- 
point  in  a  piece  of  bowel  which  is  almost  gan- 
grenous, but  not  quite  so.  The  only  thing  to  be 
done  when  you  have  fairly  tried  the  taxis  (if  you 
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like,  under  chloroform)  is  to  operate,  and  I  want 
you  to  understand  that  the  operation  for  strangu- 
lated hernia  is  not  a  difficult  one.  Men  have 
been  talked  to  so  much  about  the  anatomy  of 
hernia  that  they  sometimes  have  an  idea  that 
hernia  is  a  mystery  which  they  had  better  not 
meddle  with ;  and  the  result  is  that  surgeons, 
when  young  and  getting  into  practice,  are  a  little 
afraid  of  strangulated  hernia,  and  a  good  many 
lives,  I  believe,  are  sacrificed  because  the  surgeon 
does  not  at  once  cut  down  upon  it  and  treat  it 
as  he  would  any  other  thing  that  must  be  re- 
lieved, the  operation  being  one  which  can  readily 
be  done  by  any  qualified  surgeon. 

I  need  not  say  a  word  about  the  anatomy  of 
hernia,  except  to  remind  you  where  it  comes 
through.  An  inguinal  hernia  comes  through 
the  internal  abdominal  ring  into  the  canal,  and 
out  of  the  external  ring.  Or,  if  it  is  a  direct  hernia, 
it  will  burst  through  the  conjoined  tendon,  and 
and  then  come  out  of  the  external  ring.  A  femoral 
hernia  would  come  through  the  femoral  ring 
(bounded  in  front  by  Poupart's  ligament,  behind  by 
the  pubes,  internally  by  Gimbernat's  ligament,  and 
externally  by  the  vein),  and  then  would  push 
through  the  saphenous  opening  in  the  fascia 
lata.  That  is  all  the  anatomy  you  want.  As 
to  all  those  minute  subdivisions  of  fascia,  par- 
ticularly the  absurd  coverings  of  hernia,  they  may 
be  forgotten  as  soon  as  you  like. 

Then  what  is  the  operation  ?    You  have  to 
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cut  down  on  to  the  sac  of  the  hernia,  you  have 
to  expose  the  sac,  and  probably  to  open  it,  but 
not,  perhaps,  in  every  case.  In  an  inguinal 
hernia,  such  as  this  was,  you  want  to  get  down 
to  the  external  abdominal  ring  as  nearly  as  you 
can,  therefore  you  pick  up  the  skin  over  the 
ring,  making  a  ridge  at  right  angles  to  Poupart's 
ligament,  and  then  transfix  it  with  your  knife. 


Fig.  is. 


The  result  is  that  you  have  an  incision  about 
a  couple  of  inches  long  through  the  fat  just 
over  the  external  abdominal  ring  (Fig.  i  5).*  In 
femoral  hernia  you  make  your  incision  either  over 
the  sac,  or,  as  I  prefer  it,  on  the  inner  side  of 
the  sac  (Fig.  1 6).    A  vertical  cut  in  that  position 

*  Figs.  15  and  16  are  taken  from  Fergusson's  Practical 
iSv.rgerji,  and  Fig.  17  from  Listen's  Operative  Surgery,  by  per- 
mission of  Metsrs.  Churchill. 
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takes  you  down  at  once  to  the  femoral  ring.  In 
either  case — this  is  the  point  I  wish  to  insist 
upon — all  you  have  to  do  is  to  cut  and  tear 
through  the  tissues  until  you  come  upon  the 
sac.  In  inguinal  hernia  you  will  recognise  in 
all  probability  one  tissue,  and  that  is  the  cre- 
master  muscle,  which  you  divide  upon  a  director, 
and  beneath  which,  by  tearing  through  a  little 


Fig.  16. 


cellular  tissue,  you  will  come  upon  the  sac.  In 
femoral  hernia  there  is  no  tissue  to  be  recognised, 
you  have  merely  to  cut  through  the  skin  and  fat, 
and  tear  a  little  cellular  tissue  with  your  nail, 
and  you  come  down  upon  the  sac. 

But  how  will  you  recognise  the  sac  ?  The 
sac  is  a  bluish-looking  membrane  which  has  no 
arborescent  vessels  upon  it ;  for  although  these 
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are  always  described,  they  do  not  often  exist. 
You  will  find  if  you  look  at  the  sac  that  it  is 
transparent,  and  you  can  generally  see  through 
it  the  bowel,  and  often  some  fluid,  and  it  is  not 
glistening.  Remember  once  for  all  that  the 
outside  of  the  peritoneum,  although  it  may  look 
a  little  shining  in  the  wet  which  is  sponged  off 
it,  is  not  glistening  in  the  same  sense  as  the 
inner  surface  of  the  peritoneum.  Having  cut 
down  upon  this  blue  membrane,  which  is  the 
great  guide,  you  have  only  to  tear  the  tissues  a 
little  round  it,  and  isolate  the  sac  sufficiently  to 
make  sure  that  you  have  reached  it. 

Now  comes  the  question,  which  used  to  have 
more  importance  than  it  has  now,  Will  you  or 
will  you  not  open  the  sac  ?  I  am  not  going  to 
detain  you  with  the  controversy  which  raged  a 
good  many  years  ago  as  to  which  was  the  best 
practice.  For  myself,  I  think  it  is  much  better 
in  the  majority  of  cases  to  open  the  sac.  If  you 
are  taking,  as  you  ought  to  take,  every  reason- 
able antiseptic  precaution,  having  your  fingers  and 
instruments  well  dipped  in  carbolic,  and  sponging 
the  part  with  carbolic  lotion  as  you  go  on,  it  is 
much  better  to  open  the  sac  and  ascertain  thor- 
oughly what  the  condition  of  the  bowel  is.  Still, 
if  it  is  a  comparatively  recent  case  you  may  feel 
justified  in  operating  outside  the  sac.  In  that 
case  you  would  divide  the  stricture  mth  a  hernia- 
knife,   wherever  you  find  it.    In  the  inguinal 
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region  you  cut  upwardsj  to  be  parallel  to  the 
epigastric  artery  ;  in  the  femoral  region  you  cut 
inwards,  in  order  to  divide  Gimbernat's  ligament. 

Supposing  that  after  dividing  the  stricture  as 
far  as  you  can  outside,  you  still  cannot  return  the 
bowel,  the  fact  being  that  the  constriction  is 
more  or  less  in  the  neck  of  the  sac.  Then  of 
course  it  is  a  case  for  opening  the  sac,  and  that 
is  the  critical  part  of  the  operation.  In  the  great 
majority  of  cases,  fortunately  for  the  surgeon, 
there  is  a  little  fluid  in  the  sac ;  therefore,  when 
he  picks  up  the  sac  and  nicks  it  against  the 
forceps  with  his  scalpel,  the  moment  he  has 
divided  the  sac  out  comes  a  little  fluid,  which  is 
a  great  protection  to  the  bowel  within.  But 
every  now  and  then,  in  quite  exceptional  cases, 
there  is  no  fluid,  and  the  sac  may  possibly  be 
adherent  to  the  bowel  within.  Under  those  cir- 
cumstances it  is  exceedingly  difiicult  to  distinguish 
and  separate  the  sac  from  the  bowel,  and  I  can 
conceive  that  it  might  be  possible  to  open  the 
bowel  inadvertently.  Still,  with  care,  I  think 
that  should  not  occur,  and  practically  it  does  not 
occur.  Then,  having  made  a  little  nick  into  the 
sac,  you  must  open  it  on  a  director  sufficiently  to 
pass  your  finger  in. 

It  is  a  very  important  point  not  to  open  the 
sac  too  largely  ;  if  you  do,  and  if  it  is  a  large 
scrotal  hernia,  out  will  come  two  or  three  coils  of 
intestine,  and  there  will  be  a  great  dijBBculty  in 
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putting  them  back,  and  the  exposure  of  the  coils, 
■as  shown  in  Fig.  17,  will  be  bad  for  the  patient. 
You  ought  not  to  make  a  larger  opening  than 
you  can  conveniently  plug  with  your  finger. 
Having  got  your  finger  inside,  you  pass  it  up 
to  the  stricture,  and  you  can  either  use  the  nail 
•of  your  finger,  if  you  have  a  tolerably  long  one, 
or,  if  you  prefer  it,  you  may  use  a  flat  director. 


Fig.  17. 


•and  slip  it  along  your  finger  until  you  guide  it 
beneath  the  stricture.  If  it  is  an  inguinal  hernia, 
you  will  slip  your  hernia-knife  along  the  groove, 
and  just  divide  it  upwards  ;  or  if  it  is  a  femoral 
hernia,  you  will  turn  the  knife  sideways.  A 
very  little  notch  is  quite  sufficient,  anything 
-like  an  incision  being  quite  unnecessary.  The 
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result  will  be  that  you  will  be  able  to  return  the 
bowel. 

Now  comes  the  question,  Shall  you  in  all  cases 
return  the  bowel  as  soon  as  you  divide  the  stric- 
ture ?  In  the  great  majority  of  cases  no  doubt 
you  will.  In  the  case  before  us  Mr.  Pollard  did 
so,  and  then  he  proceeded  to  perform  a  radical 
cure.  But  there  are  circumstances  which  would 
prevent  your  returning  the  bowel.  You  find 
perhaps,  when  you  have  opened  the  sac  and  ex- 
posed the  bowel,  that  it  is  simply  congested. 
There  can  be  no  question  about  returning  that ; 
it  is  a  piece  of  healthy  bowel  pei'fectly  glistening 
and  smooth,  but  congested,  and  no  one  can  hesi- 
tate about  retm-ning  it.  But  supposing  you  have 
something  more  than  that — that  it  is  not  merely 
congested,  but  that  it  is  black,  and  that  the  surface 
is  not  quite  smooth — shall  you  return  it  or  not  ? 
The  great  majority  of  surgeons  would  say  that 
jou  should  put  it  back,  though  I  believe  you  may 
occasionally  leave  the  bowel  down  to  take  its 
chance  with  advantage.  But  supposing  it  to  be 
still  worse  than  that — that  it  is  actually  gan- 
j  grenous,  with  grey  spots  upon  it,  and  that  there 
is,  what  I  should  lay  a  great  deal  of  stress  upon, 
a  smell  of  feecal  matter.  Then  there  can  be  no 
j '  question  about  it ;  you  have  there  a  sphacelated 
I  bowel  which  is  practically  dead,  and  will  give 
■  way  if  you  return  it.  Therefore  you  ought  to  lay 
it  open  and  establish  an  artificial  anus,  about 
'  which  I  will  say  a  word  presently. 
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What  is  the  effect  if  you  put  the  bowel  back  in 
a  damaged  condition  ?  does  it  do  any  harm  ? 
"Well,  that  is  the  mischief  There  is  no  peritonitis 
in  the  abdomen — Mr.  Hutchinson  settled  that 
question  a  good  many  years  ago — so  long  as  the 
strangulated  hernia  is  outside  it.  If  you  have 
unhappily  the  opportunity  of  seeing  a  patient  die 
with  an  unrelieved  strangulated  hernia,  you  will 
find  in  all  probability  that  there  is  no  general 
peritonitis  ;  there  may  be  acute  peritonitis  and 
inflammation,  no  doubt,  in  the  sac  of  the  hernia, 
but  in  the  cavity  of  the  abdomen  there  is  none. 
But  if  you  put  back  a  piece  of  damaged  intestine, 
and  the  patient  dies  in  three  or  four  days,  as 
patients  are  apt  to  do,  with  peritonitis,  you  can 
have  no  doubt  that  putting  back  the  piece  of 
bowel  has  set  up  the  peritonitis,  and  therefore  I 
prefer  to  leave  damaged  bowel  down  in  the  hope 
that  if  it  recovers  it  will  go  up  siDontaneously, 
and  with  the  certainty  that  if  it  gives  way  it  will 
do  so  outside  the  peritoneal  cavity. 

Let  us  take  a  case  where  the  bowel  actually 
gives  way  after  it  has  been  returned.  Is  that 
necessarily  fatal  ?  It  certainly  is  if  the  fteces 
get  extravasated  into  the  cavity  of  the  abdomen ; 
there  can  then  be  but  one  end  of  the  patient ; 
he  will  have  acute  peritonitis,  lasting  forty-eight 
hours  or  so,  and  then  die.  But,  fortunately,  every 
now  and  then  we  find  that  this  occurs:  you  put 
back  a  piece  of  bowel  which  you  are  a  little 
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doubtful  about ;  you  take  care  to  put  it  gently- 
back  and  leave  it  as  close  to  the  ring  as  you  can  ; 
it  forms  an  adhesion  to  the  margin  of  the  ring, 
and  then  it  gives  way,  and  the  result  is  that  you 
have  fteces  coming  out  of  the  wound,  and  two  or 
three  days  after  the  operation  you  have  the  for- 
mation of  what  is  called  a  fsecal  fistula.  Now, 
although  that  is  very  alarming  to  the  friends  and 
those  who  do  not  understand  it,  as  a  matter  of 
fact  a  faBcal  fistula  occurring  in  that  way  is  not 
veiy  serious,  because  it  generally  gets  well  of  itself ; 
the  feeces  are  poiu'ed  out  of  the  wound  for  a  few 
days  and  then  gradually  diminish  and  dry  up,  the 
wound  closes,  and  the  patient  is  as  well  as  ever. 

Many  years  ago  I  had  the  opportunity  of 
seeing  a  specimen — I  think  it  was  brought  from 
the  Middlesex  Hospital  to  the  Pathological 
-  Society — from  a  patient  who  had  had  some  years 
before  a  feecal  fistula,  and  then  happening  to  die 
iin  the  hospital  from  something  unconnected  with 
tthe  hernia,  the  opportunity  was  taken  to  examine 
tthe  parts.  They  showed  that  there  were  very 
I  firm  adhesions  of  the  bowel  to  the  margin  of  the 
iring,  which  in  the  course  of  years  (I  think  five  or 
ssix  years  had  elapsed)  had  become  stretched ; 
iand  so  the  piece  of  bowel,  although  no  doubt  it 
was  at  one  time  bound  down  firmly  to  the  femoral 
rring,  had  afterwards  become  loose,  and  was  as 
ffreely  movable  in  the  abdomen  as  you  would 
eexpect  a  piece  of  bowel  to  be.    Clearly  under- 
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staud,  then,  that  a  faecal  fistula  is  not  a  very  serious 
thing.  It  is  nature's  way  of  relieving  a  piece  of 
damaged  bowel.  But  unfortunately  you  cannot 
always  count  upon  the  bowel  becoming  adherent 
to  the  margin  of  the  ring  before  it  gives  way, 
and  under  those  circumstances  the  fasces  become 
extravasated,  and  generally  a  fatal  result  ensues. 

Then,  coming  to  a  further  point,  suppose  that 
we  have  a  strangulated  bowel  so  completely  gone 
that  we  see  that  it  is  not  justifiable  to  return  it. 
It  is  offensive  to  the  smell,  quite  soft,  and  there 
may  be  grey  spots  about  it,  and  jon  make  an 
artificial  anus.  There  seems  to  be  a  great  diversity 
of  opinion  as  to  whether  in  making  an  artificial 
anus  you  should  divide  the  stricture  or  not.  It 
seems  to  me  that  you  must  divide  the  stricture  : 
because,  if  you  do  not,  I  cannot  see  how  the 
fa3ces  are  to  pass.  You  must  divide  it  with  as 
little  disturbance  as  you  can  of  the  parts,  then 
lay  open  the  bowel,  and  leave  it  alone.  Stitching, 
I  believe,  is  quite  unnecessary  in  an  ordinary 
case.  Of  course,  if  there  is  a  large  coil  of  in- 
testine, it  may  require  to  be  cut  away  ;  but  these 
cases  generally  occur  in  femoral  herniee,  where 
there  is  a  small  knuckle  of  intestine,  and  all 
you  have  to  do  is  to  lay  it  open,  and  to  allow  the 
faaces  to  pass. 

Now,  in  these  days  of  advanced  abdominal 
surgery,  you  may  think  that  it  would  be  possible, 
after  excision  of  the  affected  portion,  to  stitch 
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the  bowel  together  at  once,  and  restore  continuity. 
I  should  not  advise  you  to  try  it.  It  is  not  like 
a  case  of  wound,  where  you  have  a  healthy 
bowel  to  deal  with.  You  have  a  more  or  less 
inflamed  and  softened  bowel,  and  if  you  were  to 
attempt  to  stitch  together  the  two  ends  at  once, 
3-0U  would  probably  have  the  stitches  breaking 
out.  Then,  again,  there  is  this  great  difficulty, 
that  the  opening  through  which  you  would  have 
to  draw  the  bowel  is  so  small  that  it  would  be 
very  difficult  to  manipulate  it.  And  again,  the 
most  important  point  of  all  is  that  the  condition 
of  the  patient  is  one  which  forbids  any  prolonged 
operation. 

If  the  stricture  is  relieved,  as  it  ought  to  be, 
the  fcBces  will  pass  out  of  the  upper  end,  and 
nothing  will  find  its  way  into  the  lower  end,  and 
that  is  a  condition  from  which  the  patient  may 
well  recover.  You  know  that  nowadays  we  do 
not  think  so  much  of  having  an  artificial  a,nus  in 
front ;  it  is  the  fashionable  way  of  doing  inguinal 
colotomy.  But  there  is  this  great  difference 
between  an  accidental  artificial  anus  and  colo- 
tomy, that  it  is  small  intestine  with  which  we 
are  concerned,  and  you  can  never  tell  at  what 
part  of  the  small  intestine  the  accident  may 
occur ;  consequently  you  may  find  that  semi- 
'  digested  food  will  come  pouring  out  of  the  groin, 
:and  the  patient  will  not  be  nourished.  Under 
■  those    circumstances,   of  course,  it    will   be  a 
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question,  supposing  that  the  patient  should  get 
over  the  primary  danger  of  the  hernia,  of  re- 
storing continuity,  and  it  is  obvious  that  what 
you  want  to  do  is  to  get  rid  of  the  djjeron,  or 
spur,  which  prevents  the  fa3ces  from  passing  along 
the  lower  part  of  the  bowel.  We  do  that  by 
putting  on  a  pair  of  forceps,  and  nipping  the 
piece  of  bowel.  There  is  a  screw  arrangement  in 
what  is  called  Dupuytren's  enterotome ;  but  it  is 
nothing  more  than  a  large  forceps,  which  you 
screw  upon  the  spur  until  it  sloughs  away,  and 
when  it  has  sloughed  away  there  is  of  course  not 
much  difficulty  in  doing  a  plastic  operation  out- 
side, and  so  getting  a  restoration  of  continuity. 


MALIGNANT  DISEASES  OF  THE 
BREAST. 


I  HAVE  to-day  to  speak  of  malignant  diseases  of 
the  breast,  and  of  course  in  malignant  disease 
we  nowadays  include  tlie  sarcomata  as  well  as 
the  carcinomata.  Until  within  the  last  ten  or 
twelve  years  it  was  hardly  recognised  that  the 
sarcomata  formed  a  group  by  themselves,  almost 
as  malignant  in  many  features  as  the  carcino- 
mata, so  that  you  will  find  in  all  but  the  later 
books  and  lectures  on  diseases  of  the  breast  that 
they  are  not  mentioned  as  a  specific  class,  but 
clearly  they  must  be  included  among  the  malig- 
nant diseases.  We  do  not  see  them  often.  I 
show  you  a  photograph  of  a  case  of  sarcoma  of 
the  breast  which  we  had  here  a  short  time  ago. 
Some  of  you  may  remember  a  woman  with  an 
enormous  growth,  a  very  large  mass  of  disease 
of  a  soft  character,  in  whom  there  was  no  en- 
largement of  the  glands  of  the  axilla.    That  is  a 
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point  to  wlaicli  I  wish  to  call  your  attention  as 
distinguishing  the  sarcomata  from  the  carcino- 
mata — I  mean  as  regards  the  breast — for  I  do  not 
think  that  the  rule  about  sarcoma  not  involving 
the  lymphatics  holds  good  in  every  case. 

You  probably  know  that  one  form  of  sarcoma 
particularly,  the  melanotic,  involves  the  lym- 
phatics rather  than  the  vessels  ;  but  as  a  class 
the  sarcomata  do  not  readily  involve  the  lym- 
phatic glands  ;  certainly  in  cases  of  sarcoma  of 
the  breast  you  may  be  sure  that  you  will  not 
have  the  lymphatic  glands  enlarged.  Given, 
then,  a  rapidly  growing  soft  tumour  of  the 
breast,  the  chances  are  that  if  the  glands  of  the 
axilla  are  not  enlarged  it  is  a  sarcoma.  It 
makes  no  difference  with  regard  to  the  treatment, 
but  it  is  important,  of  course,  with  regard  to  the 
prognosis.  You  must  remove  the  growth,  but 
the  great  misfortune  is  that  the  tendency  to 
recur  locally  is  very  great.  In  the  photograph 
that  I  show  you  you  see  the  fourth  growth 
which  the  poor  woman  had  had  removed.  She 
had  certainly  been  operated  upon  twice,  and,  I 
think,  three  times  by  another  surgeon,  and  then 
he  declined  to  do  a  further  operation.  The 
woman  came  here  in  a  bad  condition,  with  a 
very  large  growth,  which  had  already  ulcerated 
through  the  skin,  and  I  thought  it  quite  justifi- 
able to  operate  once  more.  I  think  it  is  a  pity 
to  leave  an-  unfortunate  woman  with  a  great 
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mass  of  disease  protruding  immediately  below  the 
face  to  end  lier  days  in  misery.  Of  course, 
it  may  be  that  you  will  kill  the  patient  by  the 
operation ;  and  I  really  can  hardly  say  that  it  is 
to  be  regretted.  But  as  a  rule  they  do  not  die  ; 
they  do  remarkably  well.  If  you  clear  away  the 
whole  of  the  soft  growth,  the  wound  granulates 
up  tolerably  easily,  and  for  some  weeks,  or  per- 
haps months,  the  patients  are  relieved  from  their 
trouble.  This  was  an  example  of  spindle-cell 
sarcoma  which  had  ulcerated  through  the  skin, 
and  which  must  have  led  to  great  misery  before 
it  terminated  the  patient's  life.  I  do  not  know 
what  the  end  of  the  case  was,  but  certainly  the 
patient  went  out  of  the  hospital  relieved. 

That  is  a  comparatively  rare  form  of  malignant 
disease.  The  common  form,  which  we  see  so 
much  of  in  the  hospital,  is  of  course  the  ordinary 
scirrhus.  The  cases  which  come  to  the  hospital 
as  a  rule  are  well-marked  cases  of  scirrhus,  and 
you  are  sometimes  rather  surprised  that  they 
have  not  been  recognised  before,  and  that  the 
patients  have  not  been  treated  earlier.  But  that 
is  too  often  the  case  with  hospital  patients  ;  they 
go  on  much  longer  than  they  ought  to  do  before 
they  apply  for  relief ;  and  I  want  to  impress  upon 
you,  as  practitioners  who  will  see  these  cases  in 
quite  the  early  stage,  to  observe  the  importance 
of  recognising  and  treating  scirrhus  early. 

Now  let  us  go  into  the  diagnosis  of  a  case  of 
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scirrlius  before  I'eferring  to  the  treatment,  A 
woman  varying  in  age  from  thirty  to  fifty  (about 
forty  is  the  most  likely  age)  has  a  little  lump  in 
the  breast.  It  is  astonishing  how  long  women 
will  go  on  with  a  lump  in  the  breast  and  not 
notice  it.  In  performing  their  ablutions  they 
must  necessarily  manipulate  the  breast  to  a  cer- 
tain extent ;  still  they  do  not  notice  that  there 
is  a  lump  in  the  breast  until  possibly  there  is  a 
slight  accidental  knock,  or  something  of  that 
kind,  which  calls  attention  to  it,  and  then  they 
always  say,  I  believe  with  a  perfectly  good  con- 
science, that  the  lump  has  followed  the  blow. 

That  is  so  commonly  said  that  you  cannot  but 
suppose  that  sometimes  it  must  be  true.  I 
believe  that  a  patient  with  a  cancerous  diathesis 
will  start  a  cancer  upon  receiving  a  blow ;  but, 
on  the  other  hand,  I  am  equally  sure  that  there 
are  cancerous  tumours  of  the  breast  which  have 
been  growing  for  weeks  or  months  without  being 
found  out.  Sometimes  there  is  a  shooting  pain 
in  it  that  calls  attention  to  the  part,  and  then  it 
is  found  that  there  is  a  little  lump.  If  the  lump 
is  on  the  surface  of  the  breast,  as  it  most  gene- 
rally is,  immediately  beneath  the  otherwise  healthy 
skin,  in  a  very  few  weeks  it  will  produce  an 
effect,  which  we  all  recognise  as  so  exceedingly 
characteristic — namely,  the  dimpling  of  the  skin 
when  you  pinch  it  up  with  your  finger  and 
thumb.    But  then  you  must  bear  in  mind  that 
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there  are  cases  where  scirrhus  is  not  on  the  sur- 
face of  the  breast,  but  in  a  deep  part.  I  was 
particularly  struck  with  this  fact  lately  when  hold- 
ing an  examination  for  the  M.B.  degree  of  the 
University  of  London.  We  had  a  woman  there 
for  the  examination  who  had  undoubted  scirrhus 
of  the  deep  portion  of  the  breast.  I  say  un- 
doubted, because  she  had  a  number  of  enlarged 
glands  in  the  axilla,  and  I  was  rather  surprised 
that  gentlemen,  presumably  of  advanced  know- 
ledge, failed  entirely  to  recognise  what  the  case 
was.  They  could  not  believe  it  was  scirrhus  be- 
cause there  was  no  dimpling  of  the  skin,  and  of 
course  no  retraction  of  the  nipple. 

As  to  the  retraction  of  the  nipple  ;  if  the  growth 
is  on  the  surface  of  the  breast,  and  just  beneath 
the  nipple,  in  a  few  weeks  you  will  find  that  the 
nipple  is  somewhat  fixed,  and  in  a  few  more 
weeks  it  is  drawn  in.  But  if  the  disease  is  not 
in  the  central  portion  of  the  breast  at  all,  but  on 
the  inner  or  the  outer  side,  then  it  follows  as  a 
matter  of  course  that  you  have  no  retraction  of 
the  nipple  whatever.  You  have  first,  then,  the 
hardness,  then  the  tendency  to  involve  the  skin, 
and  then  the  retraction  of  the  nipple.  Then,  I 
think,  I  should  put  the  pain  next.  Now,  pain 
in  a  scirrhous  breast  is  very  marked,  being  of  a 
stabbing  or  lancinating  character.  You  need 
not  ask  whether  it  is  a  stabbing  pain  or  not ; 
the  patients  will  tell  you  without  prompting  that 
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it  is  jnst  as  if  a  knife  were  being  run  into  them, 
and  you  cannot  have  a  better  definition  of  a  lan- 
cinating pain. 

Given,  then,  these  features,  I  think  you  ought 
not  to  hesitate  about  pronouncing  the  case  to  be 
scirrhus.  Of  course,  the  lymphatic  glands  are 
not  always  involved,  and  to  wait  for  the  glands 
of  the  axilla  to  become  involved  is  to  do  your 
patient  a  direct  injury  ;  and  it  is  to  be  regretted 
that  medical  men  are  apt  to  wait  for  the  involve- 
ment of  the  glands  before  making  their  diagnosis. 
Of  course  the  patient  is  then  so  much  the  worse, 
because  not  merely  have  the  glands  become 
infiltrated  with  cancer,  bnt  no  one  can  tell  how 
much  further  beyond  the  glands  the  lymphatics 
may  already  have  become  affected.  If  you  have 
any  donbt  about  a  case,  make  an  incision  into  it, 
which  will  at  once  settle  whether  it  is  cancer  or 
not.  Do  not  wait  and  dally  with  a  case,  and 
apply  belladonna  and  things  of  that  kind,  which 
are  all  very  well  for  simple  tumours,  but  cannot 
in  any  way  affect  the  growth  of  cancer,  which  all 
the  time  is  making  progress  and  doing  the  worst 
thing  possible  for  the  patient. 

We  will  presume,  then,  that  you  have  a  case 
which  does  not  involve  i^e  glands,  and  that  you 
are  going  to  operate.  Shall  you  remove  the 
tumour,  or  shall  you  remove  the  breast?  and  if 
you  remove  the  breast,  shall  you  remove  also 
the  axillary  glands  ?    Now  I  think  that  where 
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you  have  a.  single  outlying  nodule  of  disease  at 
the  margin  of  the  breast,  it  is  justifiable  to  cut 
out  that  nodule  and  leave  the  breast ;  but  in  by 
far  the  great  majority  of  cases  where  the  mam- 
mary gland  is  involved  more  or  less  in  the  central 
portion  you  ought  to  take  out  the  whole  gland. 

You  see  here  the  breast  I  removed  last  Wed- 
nesdav,  and  vou  will  observe  a  nodule  of  scirrhus 
close  by  the  side  of  the  nipple.  You  will  remem- 
ber that  this  was  a  case  of  a  somewhat  unusual 
character,  the  nodule  being  so  entirely  localised 
and  the  skin  so  firmly  bound  down  to  it.  You 
can  see  here  the  hard  pea,r-like  appearance  of 
scirrhus,  and  you  will  see  it  better  if  I  make  a 
fresh  section.  In  a  recent  specimen  you  may 
notice  that  the  surface  becomes  somewhat  concave 
from  the  contraction  of  the  tissues.  In  such  a 
case  I  advise  you  to  remove  the  entire  breast, 
and  let  me  say  it  is  not  such  a  simple  thing  to 
remove  the  entire  breast  as  some  men  suppose. 
I  am  sure  that  in  many  operations  the  margin  of 
the  breast  is  left,  and  it  is  a  great  mistake  to  leave 
it.  The  central  mass  of  the  breast  with  disease 
in  it  is  easily  recognised ;  but  when  you  get  to 
the  margin  it  is  not  quite  so  easy  to  see  it,  and 
the  operator,  if  working  boldly  with  a  knife,  may 
readily  cut  through  the  margin  of  the  breast,  and 
leave  it  behind.  That  is  why  you  will  notice  in 
my  operations  that  I  always  use  the  fingers  a  good 
deal  after  I  have  first  reflected  the  skin  with  the 
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knife.  I  usually  reflect  the  skin  by  a  double 
incision,  and  then  with  the  fingers  tear  away  the 
skin  until  I  feel  that  I  have  got  to  the  margin  of 
the  breast.  You  can  with  a  little  practice  with 
your  finger  recognise  the  edge  of  the  breast, 
which  is  perfectly  regular,  and  pull  it  up  with  a 
nail,  and  dissect  or  tear  it  away  from  the  pectoral 
muscle.  There  is  also  another  advantage,  that 
we  get  less  haemorrhage.  You  may  notice  that  I 
have  seldom  to  tie  or  twist  more  than  one  or  two 
vessels  after  removal  of  the  breast. 

Now  comes  the  question,  Shall  you  or  shall 
you  not  turn  all  the  glands  out  of  the  axilla  ? 
On  this  point  I  may  say  that  there  has  been  a 
good  deal  of  discussion  of  late  years.  Twenty 
years  ago  or  more,  if  the  glands  in  the  axilla 
were  enlarged,  that  was  considered  to  negative 
an  operation.  You  will  find  that  surgeons  like 
Mr.  Syme  and  Sir  William  Fergusson,  if  they  had 
a  case  of  cancer  of  the  breast  with  enlarged 
glands,  declined  to  operate.  We  have  improved 
upon  that,  because  whenever  the  glands  are  en- 
larged we  do  not  hesitate  to  take  them  away. 
For  the  last  ten  or  fifteen  years  all  operating 
surgeons  have  come  to  the  conclusion  that  it  is 
perfectly  easy  to  turn  out  these  glands  from  the 
axilla,  and  clear  out  as  much  as  may  be  necessary 
— in  fact,  to  clear  the  axilla. 

But  the  question  that  has  been  discussed  a 
good  deal  by  Mr.  Mitchell  Banks  of  Liverpool, 
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and  by  other  surgeons,  is  whether  in  all  cases  it 
■would  not  be  wise  to  turn  out  the  whole  of  the 
glands  of  the  axilla,  because  it  is  possible  that 
they  may  be  involved.  I  am  perfectly  certain 
that  you  may  have  glands  involved  and  not  be 
aware  of  it ;  I  mean  that  it  is  impossible  through 
the  skin  to  be  always  sure  whether  there  is 
enlargement  of  the  glands  or  not.  Therefore  I 
always  make  a  point  of  putting  my  finger  into 
the  axilla  and  under  the  pectoral  muscle,  and 
feeling  whether  there  are  or  are  not  any  percep- 
tible glands.  If  there  are,  I  take  them  away. 
At  the  same  time  I  do  not  think  it  is  justifiable 
in  a  simple  case  of  scirrhus — a  small  nodule  of 
scirrhus  of  the  breast  with  no  perceptible  enlarge- 
ment of  the  glands  of  the  axilla — to  turn  out  the 
whole  contents  of  the  axilla.  Mr.  Banks  thinks 
that  it  is.  He  says  it  is  better  to  kill  a  few 
patients  by  an  operation  of  that  magnitude  than 
to  leave  a  large  number  of  them  with  possible 
germs  of  cancer  still  in  the  axilla.  But  I  think 
you  can  make  out  pretty  clearly  whether  there  are 
germs  or  not,  and  if  there  are  you  ought  certainly 
to  remove  the  glands. 

With  regard  to  removing  the  glands,  you  have 
seen  me  do  it  many  times,  because  the  cases 
which  come  to  the  hospital  are  generally,  I  regret 
to  say,  cases  in  which  the  glands  are  already 
involved,  and  you  will  have  noticed  that  after 
making  an  incision  upon  the  edge  of  the  pectoral 
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muscle,  I  generally  turn  out  the  whole  mass  of 
the  glands  with  the  finger.  I  think  in  that  way 
you  run  much  less  risk  of  doing  harm  than  you 
would  by  using  the  knife.  If  you  use  the  knife 
freely,  you  are  apt  to  cut  more  vessels  and  to  get 
•considerable  hasmorrhage.  At  the  same  time, 
you  have  to  be  cautious,  because  the  first  thing 
you  come  upon  is  the  axillary  vein,  and  if  you 
tear  that  it  is  a  rather  serious  matter.  I  have 
torn  it  before  now,  and  had  to  put  two  ligatures 
upon  it,  which  is  a  thing  one  would  rather  not 
do.  Then,  of  course,  immediately  behind  the 
vein  there  is  the  axillary  artery.  I  do  not  think 
you  could  tear  the  artery  in  that  position,  but  it 
is  possible  to  tear  a  branch  of  it,  particularly  the 
subscapular  artery.  You  should  be  careful  about 
the  position  of  this,  and  avoid  tearing  it  or  the 
corresponding  vein,  which,  as  I  have  said,  would 
give  rise  to  a  good  deal  of  haamorrhage.  With 
these  precautions,  I  think  you  may  turn  out  the 
contents  of  the  axilla,  as  far  as  they  are  diseased, 
with  very  great  advantage  to  the  patient.  You 
may  have  seen  me  even  put  my  finger  up  under 
the  pectoral  muscle,  and  get  the  glands  out  from 
the  posterior  triangle.  There  was  a  case  last 
summer  in  which  I  did  that. 

You  will  bear  in  mind  that  those  glands  are 
sometimes  enlarged  as  a  consequence  of  axillary 
■disease.  Some  writers  advise  that  the  pectoral 
muscle  should  be  divided  ;  but  I  have  never  found 
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any  necessity  to  do  that.  I  may  say,  however, 
that  I  have  removed  the  greater  part  of  the 
pectoral  muscle  before  now,  where  it  has  been 
involved  in  the  cancer.  Because  you  must  re- 
member that  a  cancerous  breast  tends  to  form 
adhesions  to  the  pectoral  muscle  ;  and  not  unfre- 
quently  in  lifting  up  the  breast  you  find  that 
some  fibres  of  the  superficial  portion  of  the 
pectoral  muscle  are  adherent  to  it,  and  then  you 
tear  or  divide  them,  and  pull  them  away.  But  I 
have  known  cases,  particularly  cases  of  soft  cancer 
of  the  breast,  where  the  whole  of  the  pectoral  muscle 
was  involved ;  and  then  it  is  necessary,  if  you 
are  to  do  anything  at  all,  to  cut  the  muscle  away, 
which  makes  it  a  serious  operation,  attended  with 
very  considerable  risk,  and  it  should  only  be 
undertaken  in  extreme  circumstances,  where 
there  is  a  large  mass  of  disease  which  is  f ungat- 
ing or  tending  to  fungate,  and  which  you  are 
obliged  to  remove  as  a  temporary  relief  for  the 
patient.  Those  cases  are  relieved  for  the  time, 
but  I  have  never  known  one  that  lived  many 
months  after  such  a  serious  operation. 

So  much,  then,  for  the  proceeding  with  regard 
to  the  removal  of  the  breast.  I  ought  perhaps, 
in  speaking  of  the  operation,  to  have  made  some 
remark  with  regard  to  the  incision.  The  ordinary 
incision  which  I  suppose  most  surgeons  make  is 
the  double  elliptical  incision,  following  pretty 
closely  the  fibres  of  the  pectoralis.    Mr.  Beck, 
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however,  has  used  another  incision^  which  you 
will  find  mentioned  in  Mr.  Erichsen's  book. 
Here  the  elliptical  incisions  surrounding  the 
nipple  are  carried  across  the  pectoral  to  meet 
another  going  straight  up  into  the  axilla.  There 
is  no  doubt  that  this  incision  gives  better  drainage, 
and  it  is  because  I  have  been  dissatisfied  with 
the  drainage  afforded  by  the  elliptical  incisions, 
that  you  may  have  noticed  latterly  in  my  cases  I 
have  put  the  drainage-tube  not  into  the  wound  at 
all,  but  through  the  posterior  flap.  I  think  either 
way- — -putting  the  tube  through  the  posterior 
flap  or  using  Mr.  Beck's  incision — is  better  than 
the  old  method.  If  you  have  the  elliptical 
incisions,  and  the  drainage-tube  is  put  in  the 
usual  way  at  the  top,  it  is  difficult  to  make  the 
patient  lie  down  sufficiently  to  cause  the  fluid  to 
gravitate  from  that  part.  Theoretically  it  is  all 
very  well ;  the  patient  is  supposed  to  be  perfectly 
flat  in  bed,  and  then  no  doubt  the  drainage-tube 
would  work ;  but  practically  we  know  that  the 
patient  is  supported  with  pillows,  and  it  is  difficult 
to  get  thorough  drainage.  If  you  put  the  tube 
through  the  posterior  flap  you  can  have  efficient 
drainage,  or  if  you  put  it,  as  Mr.  Beck  does,  at 
the  end  of  the  incision,  you  have  a  large  amount 
draining  both  from  the  axilla  and  from  that  por- 
tion of  the  wound. 

Of  course  there  may  be  other  incisions.  It  is 
absurd  to  suppose  that  you  can  remove  every 
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breast  by  the  same  incision.  If  tbe  skin  is  in- 
volved at  any  particular  part  you  must  meet  that 
by  surrounding  it  with  an  incision.  Many  times 
before  now  I  have  made  a  vertical  incision,  sui'- 
rounding  the  nipple  and  including  the  skin  which 
happened  to  be  attached  above  or  below  the  nipple 
in  the  central  portion  of  the  breast.  A  surgeon 
must  be  prepared  to  modify  his  incisions  according 
to  circumstances,  so  as  to  make  quite  sure  that 
he  gets  rid  of  the  whole  of  the  disease.  The  great 
point  is  that  the  whole  of  the  breast  should  be 
removed,  and  all  the  glands,  so  far  as  they 
•can  possibly  be  reached  ;  because  I  may  remind 
you  that  there  are  glands  which  you  cannot  reach. 
If  you  have  cases  of  cancer  of  the  inner  side  of 
the  breast,  the  chances  are  that  the  glands  in  the 
mediastinum  are  already  diseased.  You  cannot 
help  that ;  it  relieves  the  patient,  and  it  certainly 
■does  good,  to  remove  the  breast,  but  unfortunately 
in  these  cases  too  often  recurrence  takes  place  in 
the  lymphatics  of  the  mediastinum,  and  the  patient 
dies  from  that  cause. 

With  regard  to  the  healing  of  the  wound,  we 
always  aim,  of  course,  at  immediate  union. 
Everybody  is  pleased  when  the  parts  unite  by 
■first  intention,  and  the  patient  gets  well  and  is 
out  of  the  hospital  in  perhaps  a  fortnight.  I  am 
not  sure,  however,  that  this  is  always  the  best 
thing  ultimately  for  the  patient,  and  for  this 
jeason — one  too  often  finds  in  those  cases  which 
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do  so  well  little  nodules  of  disease  springing  up 
soon  afterwards. 

I  have  been  much  disappointed  in  some  of  my 
cases  which  have  done  admirably,  the  patients 
leaving  in  a  fortnight  quite  well,  to  find  within 
three  months  little  nodules  of  cancer  springing  up 
here  and  there,  not  necessarily  in  the  cicatrix,  and 
therefore  not  showing  that  anything  had  been 
left  behind,  but  springing  up  in  different  posi- 
tions. 

I  am  not  at  all  sure,  though  I  do  not  lay  it 
down,  but  merely  express  an  idea  passing  in  my 
mind,  whether  many  of  these  cases  would  not  do- 
better  if  we  let  the  wound  suppurate,  and  there- 
fore possibly  allowed  all  these  little  bits  of  dis- 
eased tissue  to  be  thrown  ofE  in  the  discharges. 
I  beliere  that  some  of  these  cases  of  suppurating 
wounds  after  removal  do  better  in  the  end  than 
the  very  pretty  cases  of  immediate  primary  union. 

Then  supposing  that  the  patient  recovers  from 
the  operation,  for  the  risk  is  not  great,  though 
of  course  if  you  have  to  remove  the  axillary 
glands  it  is  increased,  wh.it  are  the  prospects  in 
regard  to  recurrence  ?  Mr.  Morrant  Baker  some 
years  ago  collected  a  number  of  statistics  from 
Sir  James ■  Paget^s  practice,  and  those  statistics 
give  fourteen  months  as  the  average  date  of 
return  in  scirrhus,  and  seven  months  in  medullary 
disease.  It  is  notorious  that  medullary  cancer 
of  the  breast  is' more  rapid  than  scirrhus,  both 
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as  regards  primary  growth  and  as  regards 
recurrence.  This  is  a  poinfc  of  very  great  im- 
portance, because  naturally  the  patient  and  her 
friends  before  the  operation  often  say  to  you, 
"What  are  the  chances  for  this  patient?  If  we 
go  to  the  expense,  trouble,  and  anxiety  of  an 
operation,  what  can  you  promise  ?"  Well,  you 
cannot  i^roiiiisc  anything.  Anybody  who  holds 
out  a  prospect  to  the  patient  of  absolute  cure 
in  a  case  of  cancer  is  behaving  very  unfairly 
to  her.  All  that  you  can  say  is  that  you  may 
hope  for  about  two  years,  on  the  average,  of 
complete  relief.  You  cannot  promise  or  hope 
for  more.  Mr.  Baker's  statistics  give  fourteen 
months,  but  I  think'  we  may  take  it  a  little 
longer  for  the  average  run  of  cases  if  they  are 
taken  pretty  early. 

Then,  unfortunately,  there  may  be  nodules 
forming  in  the  cicatrix  or  in  the  neighbourhood  ; 
there  may  be  a  re-development  which  may  admit 
of  further  operative  interference ;  there  may  be 
enlargement  of  the  glands,  if  the  glands  have 
not  been  already  removed ;  still  it  does  not 
follow  that  the  patient  cannot  be  relieved  even 
then.  I  have  operated  twice  or  three  times  in 
cases  of  scirrhus.  Only  the  other  day  I  ope- 
rated upon  a  lady  for  the  third  time.  There  was 
a  large  nodule  which  had  sprung  up  in  the 
cicatrix  beginning  to  ulcerate,  and  I  was  afraid 
that  if  I  did  not  remove  it  it  would  give  con- 
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siderable  trouble.  Every  now  and  then,  indeed, 
you  are  fortunate  enough  to  find  a  case  which 
goes  on  very  much  longer ;  the  patients  live  for 
many  years  afterwards,  and  you  really  seem  to 
have  eradicated  the  disease,  but  you  cannot  tell 
beforehand  which  those  cases  will  be. 

Then  let  us  take  the  prospects  for  a  patient 
as  regards  the  whole  history  of  the  case.  In 
the  first  place  let  me  quote  Sir  Astiey  Cooper's 
views  with  regard  to  that  point.  He  gave,  as 
the  result  of  his  experience,  two  years  for  the 
full  development  of  cancer  of  the  breast,  and 
from  six  months  to  two  years  more  as  the  limit 
of  a  patient's  life.  I  think  he  is  quite  right 
with  regard  to  the  two  years  for  the  develop- 
ment of  cancer  in  the  breast,  but  I  think  that 
the  period  of  from  six  months  to  two  years  is 
rather  low  with  regard  to  the  limit  of  the 
patient's  life,  because,  although  you  may  have 
recurrence  in  a  cicatrix  or  elsewhere,  those 
patients  do  not  necessarily  die ;  they  live  on  for 
some  months,  although  there  may  be  a  certain 
amount  of  suffering  from  the  disea,se. 

Mr.  Sibley  many  years  ago  investigated  the 
statistics  of  the  cancer  wards  of  the  Middlesex 
Hospital,  and  let  me  say  that  the  cancer  wards 
of  the  Middlesex  Hospital  differ  from  ordinary 
wards  in  the  fact  that  the  patients  admitted  with 
cancer  are  kept  there  till  they  die.  Mr.  Sibley's 
statistics  gave  fifty-three  months  as  the  average 
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of  life  when  the  primary  disease  is  removed, 
and  only  thirty-two  months  when  the  case 
is  left  to  nature.  That  is  a  very  important 
point.  You  are  asked  by  the  patient,  and  par- 
ticularly by  the  friends,  "  Will  the  operation 
prolong  the  woman's  life  ?"  I  think  it  will. 
You  may  say  that,  provided  the  first  risk  of  the 
operation  is  got  over,  the  patient's  life  will  cer- 
tainly be  prolonged,  and  the  statistics  I  have 
mentioned  go  to  show  that  this  is  the  case. 
But  those  statistics  are  statistics  of  all 
cases  of  cancer  taken  together.  Mr.  Baker's 
statistics,  to  which  I  before  alluded,  separate 
scirrhus  from  medullary  cancer,  which  of  course 
is  rather  important,  because  they  are  different 
groups  of  cases,  and  they  show  that  when  a  case 
of  scirrhus  is  left  alone  the  average  duration  of 
life  is  forty-three  months,  and  when  it  is  ope- 
rated upon  fifty-five  months  ;  and  that  in  the  case 
of  medullary  disease  when  left  alone  the  average 
life  is  twenty  months,  and  when  operated  upon 
forty-four  months,  so  that  the  gain  is  very  con- 
siderable. If  surgeons,  too,  would  only  be  im- 
pressed very  strongly  with  what  I  said  at  the 
beginning  of  the  lecture,  that  cases  should  be 
taken  early  and  operated  upon  before  the  glands 
are  affected ,  I  believe  we  should  have  even  better 
results  than  are  here  recorded. 

People,  too,  have  not  the  fear  of  operations 
that  they  used  to  have,  because  nowadays,  what 
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with  anasstlietics  and  antiseptics,  patients  have  so 
very  little  suffering  that  they  hardly  seem  to 
appreciate  surgery  as  they  ought  to  do  ;  and 
when  it  conies  to  a  question  of  signing  a  piece 
of  grey  paper  they  sometimes  seem  to  think 
that  they  have  not  had  enough  for  their 
money. 

Medullary  disease,  of  which  we  have  not  had 
a  case  lately,  is  of  course  the  most  rapid  form 
of  disease  in  the  breast,  and  it  is  also  the  most 
serious  for  the  patient.  It  is  one  in  which  you 
find  the  skin  becoming  rapidly  implicated  and 
the  glands  in  the  axilla  extensively  involved. 
That  is  what  distinguishes  it  mainly  from  cases 
of  sarcoma.  Given  then  a  case  of  medullary 
disease  where  the  skin  becomes  rapidly  brawny, 
and  where,  if  you  do  not  interfere,  it  gives  way. 
you  will  have  a  large  fungating  mass,  which 
constitutes  the  fungus  hcematodes  of  the  older 
authors.  It  is  a  thing  that  you  hardly  ever  see 
now,  because  both  surgeons  and  patients  do  not 
allow  cases  to  go  to  that  extent,  but  that  is  what 
would  happen  if  the  case  were  not  soon  relieved. 
It  is  because  of  this  tendency  to  fungate  that  I 
strongly  advise  an  operation  in  these  cases, 
although  you  know  that  you  cannot  save  the 
patient's  life,  but  you  can  get  rid  of  the  mass  of 
fungating,  offensive,  discharging  disease,  which 
will  make  the  patient's  remaining  weeks  of  life 
very  miserable. 
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In  a  case  of  that  kind  you  should  operate  freely, 
and  clear  away  the  whole  of  the  skin  that  is  in- 
volved. There,  again,  modern  surgery  allows  us 
to  take  liberties,  because  by  the  lead  plates  of  Sir 
Joseph  Lister  you  can  draw  the  skin  together  and 
transplant  a  flap  when  necessary,  or  if  there  is  an 
open  wound  its  granulation  can  be  aided  by  graft- 
ing portions  of  healthy  cuticle.  In  these  cases 
always  take  away  the  glands,  because  they  are 
infiltrated.  And  there  is  this  peculiarity  with 
regard'  to  certain  of  these  medullary  cases,  that 
it  is  not  merely  isolated  glands,  as  in  scirrhus,  that 
are  affected.  In  scirrhus,  when  you  enucleate 
the  glands  you  can  see  each,  gland  separately  ;  but 
in  the  case  of  medullary  cancer  the  whole  mass 
of  tissue  is  infiltrated  by  disease,  and  you  have 
really  to  clear  out  glands,  cellular  tissue  and  all, 
and  expose  the  axillary  vessels  very  freely,  and  that 
of  course  is  one  of  the  dangers  of  the  operation. 


ON 

W  H  r  T  L  0  W 


We  do  not,  as  a  rule,  admit  cases  of  whitlow 
into  the  wards,  but  having  recently  had  two  cases 
under  my  care,  I  take  the  opportunity  of  making 
a  few  remarks  upon  the  subject.  I  need  hardly 
say  that  it  is  an  important  one,  as  cases  of  whitlow 
are  common  and  require  judicious  treatment ;  but 
.1  must  remark  that  I  have  found  with  surprise, 
on  looking  up  a  few  of  the  surgical  authorities, 
the  very  inadequate  and,  in  some  cases,  erroneous 
way  in  which  the  svibject  is  treated. 

Taking  the  simplest  form  of  whitlow,  or 
2mronycMa,  first ;  it  is  a  localised  inflammation  of 
the  skin  of  the  finger,  of  an  erythematous  or 
erysipelatous  character,  which  is  generally  due  to 
an  animal  poison.  Yet  it  is  not  seen  as  the 
result  of  an  ordinary  post-moi'tem  examination  of 
a  human  body,  but  is  met  with  on  the  hands  of 
cooks  and  poultry-dealers  who  have  to  do  with 
game  which  is  "  high."  Some  slight  prick  or 
scratch  is  sustained,  and,  a  few  hours  after,  the 
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linger  begins  to  tingle  and  the  skin  to  redden 
without  any  great  swelling,  and  this  redness  or 
erythema  spreads  up  the  finger,  and,  if  not  checked, 
up  the  hand.  This  is  very  different  from  the 
lymphatic  inflammation  we  are  all  too  familiar 
with,  as  following  "post-mortem  wounds,"  and 
much  less  serious ;  for,  though  it  may  spread  if 
not  treated,  its  tendency  is  to  disappear  without 
any  serious  harm  happening.  The  treatment  is, 
however,  simple  enough,  for  nitrate  of  silver 
checks  it  at  once  if  applied  as  a  twenty-grain 
solution  in  nitrous  ether,  or  lightly  pencilled  all 
over  the  reddened  part  and  a  little  beyond  witk 
the  wetted  stick  of  lunar  caustic. 

The  next  in  severity  is  the  superficial  or  sub- 
cutaneous whitlow,  found  usually  about  the  nail 
or  the  tip  of  the  finger,  but  occasionally  in  other 
parts — due  to  some  slight  injury  or  irritation, 
such  as  is  likely  to  occur  in  the  hands  of  nurses 
and  housemaids,  who  constantly  use  blacklead 
and  soft  soap.  Here  matter  rapidly  forms,  with 
the  usual  painful  throbbing,  but  is  ordinai'ily 
f(uite  superficial,  and  can  be  readily  evacuated 
without  the  least  pain  by  incising  the  cuticle, 
which  is  perfectly  insensitive.  Occasionally,  how- 
ever, when  a  foreign  body  has  found  its  way 
beneath  the  nail,  the  matter  forms  there,  and 
gives  rise  to  excruciating  agony  from  the  tension 
beneath  unyielding  structures.  Judicious  cutting 
away  of  the  nail  will  relieve  this  if  near  the 
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margin,  but  if  near  the  base  it  is  much  better  to 
pare  down  the  nail  with  a  sharp  knife  till  the 
matter  is  let  out,  than  to  resort  to  the  unnecessary 
cruelty  of  removing  the  entire  nail. 

The  third  kind  of  whitlow  is  really  an  acute 
necrosis  of  the  terminal  phalanx,  following  peri- 
ostitis and  suppuration  beneath  the  periosteum, 
just  as  it  does  in  the  case  of  a  long  bone.  A  very 
slight  injury  may  set  it  up — the  mere  prick  of  a 
needle  or  pin,  which  is  forgotten  before  the  mis- 
chief shows  itself.  After  some  hours'  uneasiness, 
with  slight  swelling  of  the  terminal  phalanx,  the 
pain  becomes  acute  and  throbbing,  and  entirely 
prevents  the  patient's  sleeping.  If  timely  relief 
be  not  given,  matter  will  very  slowly  make  its  way 
to  the  surface  of  the  finger,  but  never  up  the 
sheath  of  the  tendons,  and,  when  discharged, 
will  leave  the  greater  part  of  the  phalanx  bare 
and  dead  behind  it.  A  timely  and  free  incision 
is  the  only  mode  of  saving  the  phalanx,  and  can- 
not be  resorted  to  too  early,  for,  if  no  matter  be 
present,  the  inflamed  periosteum  will  still  be 
divided  vpith  great  relief  to  suffering.  The  finger 
should  be  held  firmly  on  a  table,  and  the  surgeon, 
entering  his  knife  just  above  the  transverse  inter- 
phalangeal  mark  in  the  skin,  should  cut  boldly 
down  to  the  bone  in  its  whole  length  from  base 
to  apex. 

When,  as  so  often  happens,  these  cases  have 
been  treated  domestically  with  "  soap-and-sugar 
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and  poulticing  until  the  end  of  the  finger  is 
riddled  with  sinuses,  there  is  nothing  to  be  done 
except  to  extract  the  necrosed  phalanx  as  soon  as 
it  is  loose,  and  to  bring  the  finger  into  shape  by 
careful  water-dressing  applied  in  strips,  as  in  the 
woman  lately  in  my  wards.     In  the  great  ma- 
jority of  cases,  the  base  of  the  phalanx  (which,  I 
may  remind  you,  is  its  epiphysis)  survives  the 
mischief ;  and  this  is  important,  because  it  gives 
;  attachment  both  to  the  tendon  of  the  deep  flexor 
;  and  also  to  the  sheath  of  the  tendons ;  but,  even 
when  it  necroses,  the  sheabh  escapes,  and  matter 
I  does  not  find  its  way  along  it.     The  phalanx 
being  gone,  the  soft  tissues  contract,  and  the  nail 
becomes  considerably  incurved,  leaving  a  some- 
•what  shortened  but  very  useful  finger. 

Then  we  have  inflammation  of  the  skin  and 
i  subcutaneous  tissues  in  any  part  of  the  finger, 
sand  this  may  lead  (as  in  the  boy  in  No.  I  Ward 
llast  week)  to  the  true  thecal  abscess,  or  to 
inecrosis  of  any  one  of  the  phalanges.  Originating 
(often  in  some  slight  puncture  or  poisoned  wound, 
tthe  inflammation  is  very  acute,  and  the  tension 
:and  pain  severe.  Leeching  may  be  of  service  in 
tthe  early  stage  of  the  disorder,  but,  if  it  is  not 
sshortly  arrested,  incisions  will  be  necessary ;  and 
iit  is  here  that  mistakes  are  often  made.  The 
iincisions,  whether  made  along  the  centre  or  the 
ssides  of  the  finger,  ought  not  to  open  the  theca  or 
ssheath  of  the  tendons,  for  if  the  sheath  is  opened 
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in  this  position  tlie  tendons  invariably  slough,  and 
the  patient  is  left  with  a  stiff  finger.  For  this 
reason,  incisions  on  each  side  of  the  finger  are 
safer  than  one  in  the  centre,  that  may  unawares 
let  out  the  tendons,  which  will  look  perfectly 
healthy  at  the  moment,  but  soon  become  sodden 
and  softened. 

In  the  patient  I  showed  you  last  week  I  found 
that,  notwithstanding  an  incision  which  had  tem- 
porarily relieved  him,  matter  had  formed  in  the 
sheath  and  had  found  its  way  into  the  palm. 
This  was  shown  by  the  tension  both  of  the  palmar 
and  of  the  dorsal  surfaces  of  the  hand — the 
latter  being  a  very  important  guide  in  the  dia- 
gnosis ;  and  I  proceeded  to  evacuate  the  matter 
by  making  an  incision  through  the  palmar  fascia, 
over  the  head  of  the  metacarpal  bone.  You  will 
remember  that  the  superficial  palmar  arch  never 
comes  farther  forwards  than  the  middle  one  of 
the  three  creases  or  "  lines"  found  in  the  skin  of 
the  palm ;  and  that  the  digital  arteries  arising 
from  it,  in  the  spaces  between  the  flexor  tendons, 
bifurcate  some  half-inch  from  the  webs  of  the 
fingers.  There  is  plenty  of  room,  then,  for  a 
sufficiently  free  incision  in  the  centre  of  any  of 
the  fingers  below  the  transverse  crease  which 
marks  off  the  finger  from  the  palm,  or,  as  I 
have  said,  over  the  head  of  the  metacarpal  bone. 
Matter  flowed  as  soon  as  I  had  introduced  my 
knife  through  the  palmar  fascia,  and  I  enlarged 
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niy  iucision  towards  the  wrist,  upon  a  directoi*,  to 
the  extent  of  nearly  an  inch  without  seeing  any- 
tliincr  of  the  flexor  tendons.  The  result  has  been 
that  the  boy  has  gone  out  in  a  week  with  a  pei'- 
i'ectly  useful  finger,  whereas,  if  I  had  opened  the 
theca  and  exposed  the  tendons,  they  would  now 
be  separating,  and  the  finger  would  certainly 
become  useless. 

The  synovial  sheaths  of  the  flexor  tendons  of 
the  thumb  and  little  finger  are  often,  though  not 
always,  in  dii'ect  communication  with  the  synovial 
membrane  of  the  annular  ligament  of  the  wrist, 
and  hence  matter  is  rapidly  conducted  in  this  way 
up  to  and,  if  not  relieved,  into  the  forearm. 

As  regards  removal  of  a  finger,  a  great  deal 
will  depend  upon  which  finger  it  is.  The  fore- 
finger on  the  right  hand  is  so  important  for  hold- 
ing the  pen,  that  even  a  stiff  forefinger  is  better 
than  none.  The  middle  and  ring  fingers  ai'e, 
however,  comparatively  unimportant,  and  if  stiff 
are  apt  to  get  in  the  way  and  become  an  encum- 
brance. The  little  finger  is  seldom  affected  by 
whitlow,  and  will  not  materially  affect  the  use- 
fulness of  the  hand  if  stiff.  As  regards  the  thumb, 
too  much  care  and  trouble  cannot  be  expended 
upon  its  preservation.  If  the  terminal  phalanx 
is  necrosed,  it  can  be  extracted  as  in  the  other 
digits  ;  and  if  the  first  phalanx,  or  even  the  meta- 
carpal bone,  is  necrosed,  either  may  be  extracted, 
and  leave  a  shortened  but  very  useful  thumb. 


ON 

SORE  THROAT. 


In  severe  weather,  such  as  we  have  been  having 
lately,  sore  throats  must  be  extremely  common. 
I  therefore  take  the  opportunity  of  saying  a  few 
words  to  you  upon  the  subject. 

The  commonest  form  of  sore  throat  is  acute 
catarrhal  pharyngitis — that  is  to  say,  a  person 
who  has,  perhaps,  a  delicate  throat,  being  exposed 
to  cold,  finds  that  he  has  some  little  difficulty  in 
swallowing  and  a  little  pain  in  the  throat.  On 
looking  into  such  a  throat  as  that,  you  will  see 
that  there  is  a  general  injection  of  the  mucous 
membrane,  and  not  much  else.  It  is  a  simple 
matter,  which  will  get  well  under  ordinary  treat- 
ment ;  by  which  I  mean  gai-gling  witli  hot  milk 
and  water,  applying  a  poultice  round  the  neck, 
and  perhaps  taking  a  purge,  if  it  is  required. 
The  only  thing  that  I  would  say  with  regard  to 
this  simple  matter  is  that  you  should  be  careful 
with  regard  to  the  question  of  the  possibility  of 
its  being  an  infectious  sore  throat.    I  mean  it 
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may  possibly  be  the  beginning  of  scarlet  fever  or 
of  diphtheria.  I  need  hardly  point  out  how 
essential  it  is  that  you,  as  practitioners  in  families, 
should  take  every  precaution  to  avoid  any  possi- 
bility of  error,  and  to  isolate  immediately  any 
child  whom  you  suspect  even  to  be  sickening  of 
either  of  those  diseases. 

Then  next  in  frequency  to  this  simple  pharyng- 
itis I  would  put  acute  tonsillitis,  or  quinsy. 
You  find  that  the  patient,  more  often  a  female 
than  a  male,  aud  a  young  person,  usually,  of 
delicate  habit,  has  been  exposed  to  cold  and 
finds  difficulty  in  swallowing  and  in  speaking. 
The  thickness  of  the  voice  is  very  characteristic, 
and  when  you  have  once  heard  it  you  will  recog- 
nise it  directly.  That  patient,  you  will  say  to 
yourself,  has  got  inflammation  about  the  tonsil,, 
and  now,  on  looking  into  the  throat,  you  see  at 
once  that  the  tonsil  is  considerably  enlarged,  the 
fauces  are  injected,  but  the  thing  that  imme- 
diately strikes  you  is  that  the  palate  is  pushed 
forward  by  the  large  tonsil  behind  it.  Here  let 
me  remind  you  a  little  of  the  anatomy  of  the 
part — viz.,  that  the  tonsil  in  health  is  situated 
between  the  anterior  and  posterior  pillars  of  the 
fauces,  and  that  ordinarily  we  see  only  a  small 
portion  of  the  tonsil  projecting  towards  the 
middle  line.  Now,  when  the  tonsil  becomes 
inflamed,  the  whole  of  the  organ  becomes  en- 
larged and  forms  a  projection  behind  the  soft 
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palate,  pushing  forward  the  latter,  which  is  some- 
what red  and  discoloured.  You  find  in  these  cases 
that  the  patients  have  great  difficulty  in  swallow- 
ing, and  a  good  deal  of  pain,  often  extending  up 
the  Eustachian  tubes  to  the  ears,  and  tlie  con- 
sequence is  that  they  endeavour  to  avoid  swallow- 
ing as  much  as  possible,  even  the  saliva,  which 
they  hawk  up  with  considerable  difficulty,  and 
that  they  find  great  difficulty  in  taking  food.  It 
is  very  important  to  bear  this  in  mind,  because 
these  patients  require  food  and  nourishment,  and 
unless  you  are  careful  to  support  them  by 
properly  prepared  liquid  food,  you  may  find  them 
running  down  and  getting  into  a  very  dangerous 
condition.  Now,  in  the  early  stage  of  acute 
tonsillitis— if  seen  in  time — I  have  great  faith  in 
the  administration  of  an  emetic — I  mean  some 
warm  mustard  and  water.  It  is  very  remarkable 
what  an  effect  that  has  in  producing  revulsion 
and  stopping  the  inflammatory  action  about  the 
tonsil ;  but,  unfortunately,  one  does  not  often  see 
the  patient  early  enough.  The  inflammation  has 
got  beyond  the  stage  at  which  the  emetic  could 
stop  it,  and  you  have  therefore  to  treat  the  dis- 
ease as  you  flnd  it. 

In  acute  tonsillitis  there  can  be  no  question 
about  the  propriety  of  warm  ti'eatment — hot 
applications  inside  and  hot  poultices  outside. 
With  regard  to  medicine,  I  believe  the  best 
you  can  give  the  patient  to  be  belladonna  in 
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repeated  doses,  and  I  should  give  drop'  doses  of 
the  tincture  of  this  drug  every  hour,  and  should 
also  apply  belladonna  externally  beneath  the 
poultice,  which  gives  great  relief  to  the  painful 
swelling.  If,  however,  the  inflammation  does 
not  subside  -wi-thin  twenty-four  hours,  you  may 
be  quite  sure  that  an  abscess  will  form. 

I  want  to  say  a  word  as  to  the  place  at 
which  that  abscess  should  be  opened.  No  doubt 
patients  have  lost  their  lives  before  now  from  an 
abscess  in  quinsy  suffocating  them;  and,  again, 
there  are  plenty  of  cases  on  record  where,  at  the 
last  gasp,  as  it  were,  the  abscess  has  burst,  and 
the  patient  has  been  immediately  relieved  and 
got  well.  But  the  surgeon  can  do  a  great  deal 
to  relieve  by  a  judicious  puncture  at  the  proper 
place  and  in  the  proper  manner — that  is,  by 
making  his  puncture  with  a  guarded  bistoury 
through  the  soft  palate  into  the  tonsil.  Do  not 
try  to  get  round  the  anterior  pillar  of  the  fauces, 
because,  if  you  do,  you  will  have  your  knife  in  an 
oblique  direction,  somewhat  dangerous,  perhaps, 
for  the  carotid  artery  ;  but  take  my  advice,  and 
go  straight  back  through  the  soft  palate,  and  I 
will  undertake  to  say  that  no  effort  on  your  part 
can  possibly  bring  the  knife  into  any  relation  at 
all  with  the  carotid  vessels.  Of  course,  it  is 
difficult  to  be  quite  sure  in  all  cases  that  matter 
has  formed,  and  it  may  be  that  on  making  your 
puncture  into  the  tonsil  through  the  soft  palate 
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nothing  but  Hood  escapes.  So  much  the  better 
for  the  patient.  The  puncture  will  relieve  the 
congestion  ;  it  may  possibly  save  the  formation 
of  an  abscess ;  or  if  it  should  happen  that  an 
abscess  forms  later,  the  matter  will  be  able  to 
find  its  way  out  perfectly  easily  through  the 
puncture  you  have  already  made.  But  in  a  good 
many  cases  you  will  find  the  matter  already  there, 
if  you  will  make  the  puncture,  as  I  say,  through 
the  soft  palate,  and  by  cutting  a  little  upward 
open  the  upper  part  of  the  tonsil.  As  soon  as 
the  abscess  is  opened  the  patient  is  relieved. 
He  can  swallow,  he  can  speak,  he  begins  to  take 
food  well,  and  very  soon  will  convalesce. 

Now,  the  third  kind  of  acute  inflammation  of 
the  throat  to  which  I  will  call  your  attention  is 
the  most  dangerous  of  the  three.  It  is  acute 
oedema  of  the  pharynx,  which  tends  to  spread 
down  to  the  larynx,  making  it  so  dangerous  to 
the  life  of  the  patient.  You  will  find  that  a 
patient  is  ill,  is  hoarse,  and  when  you  look  into 
the  throat  you  see  not  very  many  signs  of  inflam- 
mation, but  a  general  oedematous  condition  of 
the  parts  :  the  uvula  is  twice  its  proper  size  ;  the 
pillars  of  the  fauces  are  considerably  swollen ; 
and  if  you  put  your  finger  in,  you  will  probably 
feel  that  the  tissues  about  the  epiglottis  also  are 
considerably  swollen.  The  danger  of  these  cases 
is  that  the  oedema  may  so  involve  the  upper  part 
of  and  extend  down  into  the  larynx,  that  the 
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patient's  breathing  may  become  very  much  em- 
barrassed, and,  if  not  promptly  relieved,  may 
cause  him  to  lose  his  life.  When  you  are  called 
in  to  a  case  of  that  kind  there  is  very  little  diffi- 
culty in  recognising  it,  if  the  disease  has  already 
involved  the  air-passages,  because  the  breathing 
of  the  patient  is  so  very  characteristic.  The 
stridor,  the  noise  which  the  patient  makes  in  the 
drawing  in  and  out  of  his  breath,  is  so  character- 
istic that  you  can  very  often  recognise  it,  in  fact, 
before  you  get  into  the  room.  Now,  a  case  of 
that  kind  is  of  the  most  urgent  description.  You 
must  remain  with  that  patient  until  you  have 
relieved  him,  and  the  best  way  to  do  this  will  be 
to  make  some  punctures  with  a  sharp  bistoury 
into  the  oedematous  tissues  at  the  base  of  the 
tongue.  The  operation  is  not  a  very  serious  one. 
You  protect  the  blade  of  your  bistoury  with  a 
piece  of  lint,  and,  taking  the  point  of  the  knife 
under  your  forefinger,  pass  it  well  back  to  the 
epiglottis,  puncturing  and  incising  in  the  neigh- 
bourhood of  the  epiglottis  and  back  of  the  tongue, 
and  so  giving  very  great  relief  to  the  patient. 
Some  little  blood  comes  away  and  a  good  deal  of 
serum,  and  then,  by  assiduous  hot  gargling,  very 
probably  the  patient  is  permanently  relieved. 

Of  course,  a  case  of  this  kind  may  at  once  be 
relieved  and  get  well ;  but  you  must  be  prepared 
for  a  more  serious  proceeding  if  it  should  be 
necessary,  and,  as  these  cases  generally  get  worse 
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towards  night,  you  should  make  a  point  of  seeing 
them  in  the  evening,  and  be  prepared  if  necessary 
to  do  laryngotomy.  I  say  laryngotomy  advisedly, 
rather  than  tracheotomy,  for  this  reason :  the 
oedema  never  extends  below  the  vocal  cords,  and 
if  you  do  laryngotomy,  you  are,  of  course,  com- 
pletely below  the  yocal  cords,  and  give  your 
patient  efficient  relief,  and  with  very  little  risk. 
Ti'acheotomy,  of  course,  is  a  perfectly  justifiable 
jiroceeding,  and  if  you  have  got  assistance  handy 
and  all  your  necessary  instruments,  I  should  not 
object,  to  your  doing  tracheotomy  if  for  any  reason 
you  preferred  it ;  but  I  am  supposing  a  young 
surgeon  who  is  away  from  all  assistance,  who  has 
to  act  on  his  own  authority,  and  I  strongly  re- 
commend him  to  do  laryngotomy  rather  than 
tracheotomy.  When  laryngotomy  is  done,  of 
course  the  ordinary  laryngotomy-tube  should  be 
inserted ;  but  if  you  have  not  got  a  laryngotomy- 
tube,  a  small  tracheotomy-tube  will  answer  every 
purpose ;  and  even  in  the  absence  of  all  tubes,  it 
is  quite  possible  to  keep  the  wound  sufficiently 
open  with  a  pair  of  scissors,  or  even  with  a 
safety-pin.  In  that  way  you  may  keep  open  the 
wound  until  you  have  had  time  to  procure  the 
ordinary  tube,  and  the  probability  is  that  at  the 
end  of  forty-eight  hours  all  oedema  will  have 
subsided,  the  tube  can  be  removed,  and  the 
patient  will  get  perfectly  well. 

These,  then,  are  the  three  forms  of  acute  sore 
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throat  to  whicli  I  wislied  to  direct  your  attentioo. 
Let  me  say,  now,  a  few  words  with  regard  to  the 
more  chronic  forms  of  sore  throat ;  and  first  with 
regard  to  that  form  which  we  know  so  well  in 
hospitals  as  "  hospital  sore  throat."  I  mean 
when  a  resident  in  the  hospital,  being  necessarily 
exposed  to  bad  air  and  hospital  influences,  finds 
that  his  throat  is  sore,  that  he  cannot  swallow 
quite  comfortably,  that  he  has  lost  his  appetite, 
and  that  he  is  feeling  generally  ill.  "When  you 
look  into  a  throat  of  that  kind,  you  see  a  general 
congestion  of  the  parts,  which,  of  course,  it  is 
important  should  be  relieved  as  soon  as  possible. 
Now,  for  that  kind  of  sore  throat,  which  you  may 
meet  with  also  in  pi'ivate  houses  as  the  result 
very  often  of  some  bad  air  from  drains,  I  know 
of  no  better  local  application  than  sulphurous 
acid  and  glycerine,  in  equal  parts,  which,  painted 
freely  on  the  fauces,  will  give  immense  relief. 
At  the  same  time,  the  patient  should  be  taken 
out  of  the  evil  influences  from  which  he  is  suffer- 
ing ;  should  be  sent  into  the  fresh  air,  should 
have  plenty  of  nourishing  food  and  some  wine, 
and  he  will  very  soon  get  well.  Those  are  cases 
which  recover  most  satisfactorily  if  the  patient  is 
put  under  proper  hygienic  conditions. 

You  may,  however,  have  a  patient  come  to  you 
with  sore  throat  which  is  due  to  a  very  different 
cause  from  that  I  have  mentioned.  A  young 
man  comes  to  you  simply  because  his  throat  is 
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sore,  but  when  you  look  into  it  you  see  at  once  a 
very  characteristic  appearance  on  the  tonsil,  a 
grey  excavated  ulcer,  which  is  always  the  result 
of  secondary  syphilis.  Then,  again,  you  may 
meet  with  this  in  a  married  woman,  who  has  not 
the  least  suspicion  that  she  has  got  disease 
from  her  husband,  and  I  need  hardly  say  how 
cautious  you  should  be  in  giving  the  slightest 
hint  which  may  lead  to  domestic  unhappiness 
and  be  a  breach  of  professional  confidence.  These 
cases  of  secondary  syphilis,  of  course,  are  simply 
symptomatic  of  the  syphilitic  poison  which  is 
already  in  the  patient's  blood.  It  is  no  business 
of  yours  to  find  out  ver}-  particularly  how  the 
poison  got  there ;  it  is  quite  sufficient  that  you 
recognise  a  secondary  syphilitic  throat,  and  you 
proceed  to  treat  it  by  treating  the  syphilis  and 
also  by  treating  the  throat.  The  bichloride  of 
mercuiy  is,  no  doubt,  the  best  remedy  which  can 
be  given  for  secondary  syphilis,  and,  as  regards 
the  throat,  you  may  brush  it  over  with  any 
stimulating  application.  Perhaps  a  mercurial 
rargle  is  one  of  the  best  applications,  a  bichloride 
of  mercury  gargle,  say  one  of  a  quarter  of  a  grain 
to  the  ounce,  with  a  little  honey ;  and  you  let  the 
patient  gargle  his  throat  two  or  three  times  a 
day  with  that  until  the  ulceration  is  healed. 

But  there  is  another  form  of  sore  throat  which 
you  may  see  both  in  adults,  and  occasionally 
in  children.     I  mean  where  you  have  tertiary 
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or  congenital  syphilis  affecting  the  palate  and 
pharynx.  Now,  whenever  you  see  ulceration  of 
the  back  of  the  pharynx,  always  suspect  that  it 
is  of  syphilitic  origin.  In  the  great  majority  of 
cases  you  will  be  right.  Patients  who  have  no 
other  symptoms  whatever  of  syphilis  have  this 
tertiary  ulceration  of  a  peculiar  serpiginous 
character,  affecting  the  palate  and  pharynx,  and 
children  who  have  inherited  congenital  syphilis 
from  their  parents  have  the  same  kind  of  affection. 
Those  are  all  cases  which  can  be  very  well  treated 
by  iodide  of  potassium  internally,  and  by  local 
insufflation  of  iodoform,  or,  perhaps  better,  iodol 
combined  with  borax.  The  formula  I  generally 
use  is  one  part  of  iodol  to  seven  of  borax,  and  I 
find  that  this  blown  into  the  throat  is  an  ex- 
tremely useful  and  satisfactory  application. 

Then,  you  will  have  before  you  from  time  to 
time  cases  of  chronic  tonsillitis,  mostly  occurring 
in  children  and  young  people.  The  appearance 
of  a  child  who  has  enlarged  tonsils  is  very  charac- 
teristic, because  he  cannot  breathe  through  his 
nose.  He  sits  with  his  mouth  open,  which  gives 
a  peculiar  and  very  characteristic  heavy  or  stupid 
appearance  to  the  face:  Then,  again,  you  will 
find  that  in  many  of  these  cases  there  is  a  certain 
amount  of  deafness,  due  to  the  involvement  of 
the  Eustachian  tube,  and  many  of  these  unfor- 
tunate children  are  thought  to  be  very  stupid 
when  they  really  are  a  little  deaf     I  warn  you, 
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therefore,  that  you  should  take  care  to  pi'otect 
these  deaf  children  from  being  treated  as  inatten- 
tive, when  really  the  fact  is  they  cannot  hear. 

When  you  look  into  the  throat  and  see  the 
large  tonsil,  there  cannot  be  a  doubt  about 
the  nature  of  the  case.  The  tonsil  is  two  or 
three  times  its  proper  size,  and  meets  its  fellow 
in  the  middle  line.  Not  merely  is  the  tonsil 
enlarged,  but  you  will  notice  probably  that  there 
is  a  good  deal  of  chronic  affection  of  the  whole  of 
the  mucous  membrane  of  the  pharynx  and  naso- 
pharynx ;  there  are,  in  fact,  adenoid  vegetations 
which  extend  up  into  the  posterior  nares.  Now, 
a  tonsil,  of  course,  can  be  treated  by  various  local 
applications,  but,  after  all,  the  best  plan,  I  believe, 
is,  in  case  of  the  chronic  enlargement,  to  remove 
a  portion  of  the  gland.  By  far  the  simplest 
method  is  to  use  the  ordinary  guillotine,  by  no 
means  a  new  instrument,  which  takes  off  a  con- 
siderable portion  of  the  tonsil,  but  does  not  aim 
at  removing  the  whole.  Having  got  rid  of  the 
tonsil,  you  will  then  proceed  to  treat  the  adenoid 
vegetations,  which  can  be  scraped  away  most 
satisfactorily  with  the  finger  if  you  gag  your 
patient  (and  it  is  hardly  safe  to  deal  with  a  child 
without  gagging  it)  ;  tlien  slip  your  finger  behind 
the  soft  palate  and  up  into  the  pharynx,  where 
you  will  come  to  a  mass  of  soft  tissue  filling 
up  the  posterior  nares.  With  the  nail  you  can 
scrape  this  away  very  satisfactorily,  and  more 
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so,  I  tliink,  thau  with  any  instrument.  The 
growths  being  away,  the  patient  will  be  able 
to  blow  the  nose,  and  you  can  follow  up  the 
treatment  afterwards  by  introducing  a  bent  brush 
behind  the  soft  palate  into  the  naso-pharyns,  and 
applying  to  it  glycerine  of  carbolic  acid.  That 
applied  thoroughly  to  the  naso-pharynx  produces 
extremely  good  effects,  and  the  painfulness  of  the 
application  can  be  completely  got  over  by  using  a 
little  cocaine  with  it. 

The  cases  of  chronic  tonsillitis  and  adenoid 
disease  occur  in  children  of  the  strumous  type, 
and  vou  therefore  must  also  treat  the  so-called 
struma.  Many  of  them,  no  doubt,  ai'e  instances 
of  congenital  syphilis,  slight  it  may  be,  but  still 
there  is  the  syphilitic  taint,  and  it  would  be  well 
to  bear  that  in  mind,  and  to  examine  the  condition 
of  the  teeth  and  to  see  whether  there  are  any 
evidences  in  the  central  incisors  of  the  notches, 
producing  what  are  known  as  Hutchinson's  teeth. 
In  these  cases  cod-liver  oil  is  extremely  useful ; 
the  syrup  of  the  iodide  of  iron  is  perhaps  still 
better,  or  any  of  the  ordinary  tonics  used  in  child- 
hood may  be  employed.  But,  after  all,  the  great 
thing  is  to  get  those  children  out  into  the  fresh 
air  as  much  as  practicable,  and  if  possible  to  send 
them  to  the  sea-side. 

Then  we  come  lastly  to  a  form  of  sore  throat 
which  has  got  a  name  given  to  it  on  account  of 
the  class  of  persons  in  whom  it  most  commonly 
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occurs — I  mean  dysphonia  dericorum,  the  sore 
throat  of  the  clergy.  You  will  find  that  you  are 
frequently  consulted  by  young  clerics  because 
they  suffer  from  constant  hoarseness  and  sore 
throat.  Now,  one  reason  why  they  suffer  in 
that  way  is  because  they  have  to  use  their  voices, 
and  they  have  never  been  properly  taught  how  to 
speak.  If  the  clergy  would  learn  to  use  their 
lips  and  always  to  speak  out  to  the  man  at  the 
end  of  the  church,  the  intervening  members  of 
the  congregation  would  have  no  difficulty  in 
hearing  what  they  say.  But  if  they  will  speak, 
as  some  of  them  do,  in  their  throats  instead  of 
enunciating  their  words  with  their  lips,  of  course 
they  are  not  heard  well,  and  there  is  a  tendency 
to  produce,  from  the  strain  upon  the  throat,  a 
congested  condition  of  that  part.  It  is  a  curious 
thing  that  you  are  hardly  ever  consulted  by 
elderly  married  clergymen  for  affections  of  this 
kind.  It  is  in  the  young  and  unmarried  that 
dysphonia  clericorum  occurs,  and,  for  my  own 
part,  I  must  confess  that  I  think  it  is  a  good 
deal  a  nervous  disease,  and  that  it  is  connected 
in  some  way  with  the  sexual  organs.  When  a 
man  gets  married  he  forgets  about  his  voice  and 
settles  down  to  his  clerical  duties,  and  has  no 
more  difficulty ;  but  it  is  the  young  and  un- 
married curate,  who  is  no  doubt  often  placed 
under  circumstances  of  considerable  trial,  who 
finds  that  his  voice  is  breaking  down  and  that  he 
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is,  conseqiiently,  obliged  to  throw  up  work  and 
to  seek  medical  advice.  I  am  not  at  all  an 
advocate  of  early  marriages  for  the  clergy,  but 
still  I  am  quite  sure  that  a  good  many  of  these 
sore  throats  are  cured,  so  to  speak,  by  matrimony. 

When  he  comes  to  you  for  advice,  the  first 
thing  I  should  strongly  urge  you  to  do  is  to 
advise  the  clergyman  to  use  his  lips.  If  he  will 
use  his  lips,  as  I  said  before,  he  will  save  his 
voice ;  and  then,  in  addition  to  that,  you  may 
very  well  give  him  a  spray  to  use.  Before  he 
goes  on  duty,  before  he  goes  into  the  pulpit,  he 
should  spray  his  throat ;  and,  perhaps,  one  of  the 
simplest  and  best  sprays  is  a  spray  of  sulphate  of 
zinc,  two  grains  to  the,  ounce,  which  is  perfectly 
harmless,  and  which  I  have  known  to  be  ex- 
tremely Tiseful.  Then,  again,  he  may  do  good 
by  sucking  a  lozenge  occasionally.  Perhaps  one 
of  the  best  is  a  tablet  made  of  one  grain  of 
chlorate  of  soda  and  three  grains  of  borax.  This 
is  made  into  a  tablet,  and  can  be  sucked  slowly, 
and  certainly  gives  the  patient  relief.  In  that 
way  the  case  is  to  be  met,  and  also  by  giving  a 
tonic  where  it  is  required  ;  but,  as  I  said  before, 
it  is  a  troublesome  complaint  of  young  men,  which, 
fortunatelv,  tends  to  wear  itself  out. 


ON 


A  CASE  OF  SUB-PERIOSTEAL 
RESECTION  OF  THE  TIBIA. 


I  WANT  to  bring  before  you  to-day  a  case  of 
disease  of  bone  which  is  very  important,  and 
particularly  to  you  who  are  soon  going  into 
practice,  because  you  may  at  any  time  meet 
with  a  similar  case,  and  I  am  sorry  to  say  that 
such  cases  are  very  often  misunderstood,  and 
therefore  not  properly  treated.  I  refer  to  a  case 
of  acute  periostitis  of  the  tibia,  or  periostitis  of  a 
long  bone,  leading,  as  it  generally  does,  to  necrosis 
of  that  bone.  I  will  now  read  the  notes  of  the 
case — it  is  that  of  a  boy  on  whom  I  operated  last 
Wednesday — and  then  make  some  general  obser- 
vations upon  the  disease  itself,  and  upon  this  par- 
ticular example. 

The  boy's  name  is  F.  F.,  i-et.  lo.  and  the  his- 
tory of  the  case  is  this— "On  the  4th  of  April, 
while  lie  was  minding  some  cows,  one  of  them 
kicked  him  on  the  knee.    He  did  not  feel  much 
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of  it  until  the  next  dav,  wlien  lie  walked  Louie 
quite  lame,  and  the  leg  began  to  swell.    He  was 
seen  by  a  local  doctor,  who  made  an  incision  on 
the  inner  surface  of  the  leg  rather  below  the 
middle,  but  there  was  no  discharge  of  pus  (?). 
The  leg  continued  to  get  worse,  so  that  the  patient 
was  unable  to  use  it,  and  he  was  admitted  into 
University  College  Hospital  on  the  loth  of  May. 
On  admission  the  right  leg  was  swollen,  the  lower 
two-thirds  of  the  tibia  were  felt  to  be  enlarged, 
and  just  below  the  middle  of  the  inner  surface  was 
a  sinus  in  the  centre  of  a  cicatrix,  and  through 
this  rough  bone  was  felt  above  and  below  the 
sinus.     Below  the '  sinus  was  a  soft  fluctuating 
swellino-   and  the  skin  was  a  little  discoloured. 
Below  the  knee  there  were  some  cicatrices.  The 
patient  kept  his  knee  flexed  at  right  angles,  but 
it  was  easily  straightened."    It  was  not  noted,  as 
it  ought  to  have  been,  that  there  was  a  decided 
deformity  of  the  leg,  and  the  reason  for  this  we 
found  afterwards  to  be  that  there  was  a  separation 
of  the  upper  epiphysis  from  the  shaft.    The  de- 
formity was  quite  visible,  but  I  did  not  know 
exactly  the  nature  of  it,  for  the  simple  reason  that 
I  did  not  care  to  pull  the  boy  about  until  he  was 
under  chloroform,  because  it  gave  him  great  pain 
and  he  cried  a  good  deal.    When  the  boy  was  in 
the  theatre  on  Wednesday  I  examined  him  a  little 
more  carefully  than  had  been  practicable  before, 
and  the  result  of  his  coming  in  here  was  that  I 
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removed  the  entire  shaft  of  the  tibia  which,  you 
see  in  this  bottle.  I  have  also  here  a  preparation 
brought  from  the  museum,  about  which  I  shall 
have  a  word  to  say  presently  in  illustration  of  this 
case. 

You  see  this  boy  simply  had  a  kick  from  a  cow  ; 
I  do  not  know  what  sort  of  a  kick  it  was,  but  one 
would  suppose  it  could  not  be  anything  like  so 
severe  as  the  kick  of  a  horse,  there  being  no  iron 
on  the  hoof.  The  medical  man  who  wrote  to  me 
about  the  case  said  that  he  was  not  called  in  to 
see  it  until  some  days  after  the  injury,  and  then 
he  found  that  the  mischief  had  already  occurred. 
He  made  the  incision  which  you  have  recorded 
here,  and  matter  was  (according  to  him)  let  out. 
The  accident  was  on  the  4th  of  April  and  my 
operation  on  the  1 7th  of  May,  showing  that  about 
six  weeks  was  the  period  occupied  in  the  entire 
course  of  the  mischief. 

Now  what  happened  in  this  case  I  have  no  doubt 
was  this.  The  boy  is  a  fairly  healthy  lad,  but  the 
effect  of  the  injury  was  to  set  up  acute  periostitis. 
He  had  doubtless  inflammation  of  the  periosteum, 
with  all  the  symptoms  of  inflammation,  pain,  heat, 
redness,  and  swelling.  The  swelling  never  sub- 
sided, but  it  went  on  in  the  ordinary  course  to 
effusion  beneath  the  periosteum,  between  it  and 
the  bone  ;  that  effusion  rapidly  became  purulent ; 
we  had  pus  burrowing  up  and  down  the  limb, 
stripping  up  the  periosteum  for  a  considerabli^ 
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distance,  perhaps  not  the  whole  shaft  at  that  time, 
but  gradually  extending  up  the  shaft ;  and  we  had 
as  the  result  necrosis.  You  could  hardly  imagine 
that  in  a  case  of  this  kind  the  first  injury  would 
be  of  sufficient  moment  to  lacerate  or  damage  the 
interior  of  the  bone  in  any  way ;  that  is  hardly  con- 
ceivable. The  bone  was  not  broken  by  the  force  of 
the  blow,  therefore  we  may  suppose  that  all  the 
mischief  was  the  result  of  periosteal  inflammation. 
The  case  was  not  treated  (except  domestically)  until 
the  matter -had  already  formed,  and  then  very  pro- 
perly an  incision  was  made,  but  that  incision  was 
too  late  to  relieve  the  tension  and  prevent  necrosis, 
for  the  bone  was  in  fact  already  dead.  After  that 
a  certain  process  of  repair  took  place — limited 
repair — and  it  was  in  tha.t  condition  that  the  boy 
was  admitted  here. 

W e  have  here  before  us  a  dried  specimen  and  a 
wax  model  made  from  it  in  the  recent  condition 
(and  the  model  is  in  every  way  better  than  the 
specimen)  of  a  case  of  Mr.  Marshall's,  where  he 
found  it  necessary  to  amputate  the  leg,  and  it 
serves  exceedingly  well  to  illustrate  all  the  changes 
that  I  want  briefly  to  run  through.  In  the  first 
place  we  have  the  stripping  up  of  the  periosteum 
— that  of  course  is  not  shown  here — and  the  de- 
struction of  those  sub-periosteal  layers  of  cells 
from  which  bone  is  formed.  This  boy  being  a 
growing  lad  there  would  be  a  rapid  growth  of 
bone  taking  place,  and  the  layer  of  cells  beneath 
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tlie  periosteum  would  be  constantly  laying  down 
'new  bone  ;  but  these  are  destroyed  by  the  inflam- 
mation, and  tlie  matter  strips  up  the  periosteum. 
Opinions  of  pathologists  differ  as  to  whether  it  is 
the  entire  periosteum  or  only  a  portion  of  it ;  but 
the  result  is  the  same.  We  have  the  bone 
thoroughly  exposed  and  dying.  Yon  see  in  the 
specimen  I  show  you  some  of  the  dead  bone,  it 
being  in  some  parts  perfectly  white.  It  is  one  of 
the  great  characteristics  of  a  necrosed  long  bone, 
that  it  looks  like  a  piece  of  macerated  bone.  It 
is  hard  when  you  tap  it,  and  does  not  bleed  when 
you  scrape  or  scratch  it.  You  remember  we  saw 
that  exceedingly  well  exemplified  when  the  boy  was 
on  the  operating  table,  for  I  called  your  atten- 
tion to  the  white  bone  standing  out  between  the 
granulations. 

Fortunately,  as  soon  as  the  mischief  is  done 
repair  begins.  The  periosteum  has  very  great 
vitality.  You  can  hardly  destroy  it ;  so  that  al- 
though it  is  stripped  up,  still  it  has  the  power  of 
pouring  out  osteo-genetic  cells,  and  these  cells 
surround  the  sequestrum  and  form  new  bone. 
You  see  in  this  museum-specimen  the  shell  of 
new  bone  which  we  so  commonly  find,  with  nii 
opening  through  which  you  can  put  the  prolv 
and  feel  the  sequestrum  inside,  the  sequestrum 
being  of  course  the  original  bone  that  is  dead. 
You  see  here  a  quantity  of  entirely  new  bone, 
•exceedingly  vascular,  and  laid  down  somewliat^ 
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irregularly,  having  at  this  time  the  canaliculi 
and  the  lacunfe,  and  later  on  regularly  formed 
Haversian  systems.  But  supposing  one  is  able, 
as  one  generally  is  in  these  cases,  to  get  out  the 
sequestrum,  leaving  the  shell,  then,  repair  goes  on. 
We  have  a  filling  up  of  the  shell  with  granula- 
tions, in  which  new  bone  is  formed,  and  a  cer- 
tain amount  of  absorption  and  shaping  of  the 
bone  taking  place,  and  eventually  the  formation 
of  a  canal  inside,  so  that  sometimes  you  can  hardly 
tell  the  entirely  new  formation  from  the  original 
bone  on  the  opposite  side.  Of  course  there  are 
■cicatrices ;  but  in  a  case  that  has  done  well  the 
limb  is  as  well  made  and  strong  as  the  other. 

The  explanation  of  the  satisfactory  repair  of 
the  bone  in  this  specimen  is  of  course  that  the 
necrosis,  as  a  rule,  simply  affects  the  diaphysis 
or  shaft  of  a  long  bone.  Being  from  a  young 
subject,  we  have  at  each  end  the  epiphysis  com- 
plete, therefore  the  knee-joint  or  ankle-joint  would 
not  be  involved.  That  is  exactly  the  case  in  the 
boy  of  whom  I  am  speaking.  He  is  only  ten 
years  old,  therefore  the  epiphyses  are  still  sepa- 
rate, and  the  disease  was  limited  entirely  to  the 
diaphysis  which  you  see  in  the  bottle.  I  do  not 
know  the  exact  liistory  of  the  case  from  which  the 
model  was  taken,  as  I  did  not  see  it;  but  it  iias 
evidently  been  a  case  of  acute  necrosis  with  con- 
siderable repair  which  has  been  allowed  to  run  the 
■ordinary  course,  and  then,  unfortunately,  the  limb 
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had  to  be  amputated.  I  do  not  know  why,  but  I 
presume  because  the  patient's  health  had  so  run 
down  that  Mr.  Marshall  did  not  think  it  right  to 
run  the  risk  of  further  exhaustion  on  removing 
the  sequestrum.  We  have  in  one  of  these  other 
bottles  a  capital  specimen  of  a  large  sequestrum 
of  the  tibia,  with  plenty  of  new  bone  all  round  it, 
which  had  been  removed  by  amputation  at  some 
period  and  placed  here  for  teaching  puq^oses. 
Nowadays  we  seldom  get  specimens  of  this  kind, 
because  we  prefer  to  cut  out  the  sequestra,  leaving 
the  shell  of  new  bone.  Here,  again,  is  another 
example  which  shows  a  very  imperfect  develop- 
ment of  new  bone.  You  see  the  sequestrum  all 
bare  and  white,  and  at  the  lower  and  upper  parts 
you  can  see  new  bone,  but  I  do  not  know  the 
history  of  the  specimen. 

Now  let  us  see  what  occurred  in  the  case  before 
us.  The  whole  of  the  shaft  of  the  bone  had  died, 
and  we  see  that  in  a  very  early  stage  the  periosteal 
mischief  had  extended  up  the  whole  of  the  bone, 
and  that  both  ends  of  the  diaphysis  were  bathed 
in  pus.  Could  we  have  left  this  case  to  nature 
and  have  allowed  repair  to  be  set  up  all  round  it  ? 
No  doubt  we  could  except  for  one  drawback, 
namely,  the  excessive  pain  the  child  suffered  ;  and 
there  was  also  the  fact  that  the  epiphysis  was 
already  dislocated  at  the  upper  end.  Then  sup- 
posing I  had  chosen  to  leave  it,  would  there  have 
been  any  risk  to  the  child  ?    In  the  fii'st  place, 
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there  would  have  been  great  risk  of  exhaustion 
from  the  constant  discharge  of  pus  and  the  pain. 
Then,  secondly,  there  is  another  considerable  risk 
which  one  always  has  to  bear  in  mind,  that  it  is 
the  constant  suppuration  going  on,  and  the  effect 
produced  by  that  upon  the  system  generally. 
You  all  know  that  form  of  disease  called  lar- 
daceous  disease  of  the  liver  and  kidneys,  which 
seems  to  be  connected  in  children  with  long  pro- 
tracted suppuration.  I  believe  we  have  a  speci- 
men of  that  disease  in  the  child,  the  head  of 
whose  femur  I  removed  the  same  day — the  boy  in 
No.  I  Ward,  who,  I  am  sorry  to  say,  is  not  getting 
on  very  well.  In  that  case  I  believe  there  is 
considerable  lardaceous  disease  about  the  liver, 
and  possibly  about  the  kidneys,  the  result  of  the 
suppuration  going  on  for  many  months  or  even 
years.* 

What  I  did  was  this.  I  divided  the  periosteum, 
and  extracted  the  sequestrum.  That  sequestrum 
differs  much  from  the  ordinary  sequestra  you  may 
see  here.  I  would  particularly  call  your  attention 
to  this,  that  down  the  front  of  the  bone  you  can 
see  perfectly  white  and  dead  bone,  and  quite  at 
the  back  you  can  see  a  piece  added  on  to  the 
shaft,  that  is  really  a  piece  of  a  shell  of  new  bone 
which  you  see  yourselves  came  away  with  the 

*  A  post-mortem  examination  of  the  case  of  hip  disease 
here  referred  to  confirmed  the  diagnosis  as  to  the  existence 
of  extensive  lardaceous  disease  of  the  liver. 
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old  shaft.  This  can  hardly  be  called  simply  a 
sequestrum,  because  some  of  the  bone  is  un- 
doubtedly living ;  it  is  really  a  removal  of  the 
tibia,  partly  dead  and  partly  living,  the  reason 
for  the  operation  being  that  it  was  perfectly 
separated  at  both  ends.  Instead  of  being  a  case  of 
removal  of  sequestrum,  we  may  more  properly  call 
it  a  case  of  "  sub-periosteal  resection."  This  is  an 
operation  that  has  been  a  good  deal  talked  about, 
but  you  do  not  often  see  it  done.  I  believe  that 
many  cases  of  so-called  sub-periosteal  resection 
are  nothing  more  than  a  pulling  out  of  sequestra 
from  a  shell  of  new  bone.  This  really  was  a  case 
of  sub-periosteal  resection,  the  soft  tissues  (for 
you  cannot  separate  one  from  the  othei")  being 
turned  back,  and  the  whole  length  of  the  shaft 
being  pulled  out,  bringing  away  with  it  some  of 
the  repairing  new  bone. 

What  will  be  the  result  of  the  case  ?  Have  I 
in  any  way  spoiled  the  case  by  this  proceeding  ? 
I  believe  not,  I  believe  I  have  done  the  patient 
a  great  deal  of  good.  Instead  of  having. all  that 
length  of  bone  with  suppuration  going  on  down 
the  shaft  of  the  tibia,  he  has  now  got  a  large 
cavity,  which  you  will  see  when  we  go  round  the 
wards  ;  this  large  cavity  is  already  beginning  to 
granulate,  and  will  fill  up  rapidly,  so  that  there 
will  practically  be  a  new  bone  formed.  Then  will 
it  be  a  better  bone  than  one  which  he  might 
have  had  if  I  had  waited  until  the  new  bone  had 
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formed  all  round,  running  tlie  risk  of  certain 
accidents  which  miglit  liave  followed,  and  then 
pulled  out  the  sequestrum  ?  Well,  I  believe  he 
will  probably  not  have  so  good  a  limb.  That 
point  should  be  clearly  understood.  My  own 
experience  on  the  subject  is  limited,  but  I  know 
that  the  experience  of  other  surgeons  is  that  there 
is  a  tendency  in  these  cases  for  the  limb  to 
shorten.  That  is  more  pai^ticularly  the  case,  of 
course,  in  a  limb  with  only  one  bone.  If  you 
remove  the  humerus  or  the  greater  part  of  the 
femur  sub-periosteally,  you  are  almost  certain 
to  have  a  shortening  of  the  bone  by  the  conti-ac- 
tion  of  the  muscles  round  it.  .  In  this  case, 
fortunately,  we  have  the  fibula  acting  conveniently 
as  a  kind  of  splint  at  the  outside ;  therefore  the 
shortening  will  not  be  great.  We  had  a  back 
splint  ready  also  to  put  the  limb  upon  at  once 
after  the  operation,  and  it  will  be  kept  there 
carefully  until  the  bone  has  become  sufficiently 
thick  to  support  the  limb ;  still  I  am  quite  pre- 
pared to  find  that  we  shall  have  a  little  shortening 
on  that  side,  partly  from  the  shrinking  and  con- 
traction of  the  muscles,  and  partly  for  the  want 
of  growth  ;  for  where  we  have  taken  out  such  a 
great  piece  it  stands  to  reason  that  the  limb  will 
not  grow,  as  the  growth  must  be  checked  to  a 
certain  extent  by  operative  interference,  to  sav 
nothing  of  the  injury,  for  injured  bones  do  not 
grow  so  rapidly  as  the  others.    There  were  no 
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measurements  made  between  the  limbs ;  it  was 
impossible  to  do  so ;  but  I  daresay  at  the  end  of 
six  weeks  after  the  accident  we  might  have  found 
already  some  little  difference. 

Now  suppose,  instead  of  doing  that,  I  had  left 
the  sequestrum  until  the  new  bone  had  formed 
another  shell  round  it,  and  then  taken  it  out. 
The  drawback  to  that  is  that  you  have  a  great  deal 
of  trouble  in  getting  out  the  sequestrum.  If  you 
have  a  shell  of  new  bone  half  an  inch  thick,  or 
even  thicker  than  that,  formed  of  dense  firm  bone, 
it  requires  a  great  deal  of  trouble  to  open  the 
shell  so  as  to  get  the  sequestrum  out.  Some  of 
you  may  remember  that  last  year,  in  a  boy  who 
came  in  with  a  large  sequestrum  of  his  femur,  I 
had  a  great  deal  of  trouble  in  removing  it.  I  had 
to  trephine  the  bone,  opening  up  the  shell  to  a 
great  length,  and  even  then  I  had  great  difficulty 
in  getting  the  sequestrum  out ;  it  was,  however, 
got  out,  and  the  boy  did  exceedingly  well. 

I  think  we  now  understand  pretty  well  the 
present  and  future  of  the  case.  Let  us  go  back 
for  a  minute  or  two  and  consider  the  early  symp- 
toms and  the  treatment  at  that  stage.  I  want 
particularly  to  mention  these,  because  you  will 
see  cases  in  their  early  condition  of  periostitis 
and  commencing  necrosis  more  often  in  private 
practice  than  you  do  in  hospital ;  and  the  welfare 
of  the  patient  will  often  depend  upon  the  acute- 
ness  of  your  diagnosis  and  the  treatment  you 
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adopt  early  in  the  case.  It  happens  every  now 
and  then  that  one  is  called  in  to  a  case  and  finds 
that  the  bone  affection  has  been  overlooked. 
The  patient  has  complained  possibly  of  some 
swelling  of  the  limb,  which  has  been  put  down  to 
rheumatism  or  what  not.  A  child  may  be  sup- 
posed to  have  fever  because  he  gets  into  a  low 
typhoid  state,  and  when  you  are  called  in  at  a 
late  stage,  you  find  the  limb  full  of  matter,  and 
on  letting  it  out  you  find  the  bone  necrosed,  which 
is  a  very  serious  state  of  things.  I  have  known 
more  than  one  patient  die  in  that  way,  in  whom 
the  disease  was  overlooked  at  first.  It  is  there- 
fore very  important  to  recognise  it  early.  In 
some  cases  of  course  there  may  be  a  very  obscure 
injury,  but  in  the  majority  of  cases  in  children  I 
think  there  is  a  history  of  some  blow  on  the 
leg.  The  child  may  have  been  previously  in 
perfectly  good  health,  or  it  may  have  been  strumous, 
but  really  there  is  no  rule  about  that ;  it  occurs 
as  often  in  children  who  have  been  previously 
healthy  as  in  weaker  children.  Then  there  is 
pain,  heat,  redness,  and  swelling  of  the  limb  and 
more  or  less  constitutional  disturbance,  the  child 
does  not  sleep  well,  it  wakes  and  cries  out,  it 
loses  its  appetite,  and  it  may  have  rigors  on  the 
occurrence  of  suppuration. 

Now  take  the  early  stage  before  suppuration 
has  occurred,  can  you  stop  it  ?  I  believe  you 
can.    I  believe  if  you  see  the  case  quite  early  it 
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is  possible  to  stop  suppuration  occurring,  and  of 
course  it  is  very  important  to  do  so.    An  early 
incision  is  the  great  thing  in  this  case,  and  the 
reason  is  obvious.    In  the  first  place  you  divide  all 
the  dense  parts  over  the  bone,  and  you  let  out  the 
blood  from  the  superficial  parts  and  the  effusion 
from  the  deeper  parts,  that  effusion  between  the 
periosteum  and  the  bone  which  is  likely  to  do  so 
much  damage  by  stripping  up  the  periosteum. 
You  may  of  course  cut  down  upon  the  bone  and 
find  no  pus,  but  then  you  must  not  be  dis- 
heartened ;  you  should  never  be  too  prophetic  in 
your  diagnosis  and  say  there  is  pus,  because  the 
best  of  us  may  be  deceived.    There  is  nothing  more 
deceptive  than  a  small  quantity  of  fluid  deeply 
beneath  the  tissues  ;  you  rday  diagnose  it,  or  3"ou 
may  not.   Bi)t  if  you  cut  doAvn  upon  the  bone,  mind 
and  go  right  on  it ;  divide  the  periosteum  freely 
and  firmly^  u/ntil  you  feel  the  knife  grating  against 
the  bone,  erQd  let  out  whatever  effusion  there  is : 
if  there  is  pus  you  will  see  it,  if  there  is  a  small 
quantity  you  may  overlook  it,  but  whether  there 
is  pus  or  not  that  is  the  right  treatment ;  it  may 
relieve  the  case  altogether,  or  it  may  not.  You 
may  find  that  the  pus  is  still  burrowing,  and  then 
the  question  is  whether  you  will  open  it  still 
further.    I  should  strongly  recommend  you  to  do 
so.    You  should  make  a  free  incision  as  far  as  any 
swelling  goes,  you  cannot  do  hai-m  by  it,  and  you 
may  prevent  it  going  further.    The  best  thing 
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•that  can  happen  is  that  you  should  get  a  superficial 
exfoliation.  We  have  in  this  bottle  specimens 
of  a  number  of  little  exfoliations  from  the  surface, 
the  bone  being  pushed  off  by  the  granulations 
behind  it.  More  commonly  we  get  a  sequestrum 
formed,  either  a  limited  sequestrum  or  one  taking 
in  the  whole  length  of  the  bone. 

Suppose,  now,  you  get  the  whole  bone  exposed, 
how  long  will  it  take  before  you  can  safely  pull  it 
out  ?  That  will  depend  gTeatly  upon  how  much 
repair  has  taken  place.  In  our  case  we  know 
exactly  how  long  has  elapsed,  as  we  have  the  pre- 
cise dates.  It  is  as  nearly  as  possible  six  weeks 
between  the  time  of  the  injury  and  the  removal  of 
the  bone  by  sub-periosteal  resection,  and  that,  I 
believe,  is  about  the  average  time  for  a  sequestrum 
to  separate  at  each  end  from  the  epiphysis.  In 
other  cases,  as  in  this  museum-specimen,  it  will  be 
many  months  before  you  get  the  bone  loose,  and 
that  is  really  the  great  difficulty,  that  we  have  no 
positive  guide  to  tell  us  when  the  bone  is  loose 
and  when  you  can  safely  take  it  out.  Some  lay 
down  the  rule,  and  it  is  not  a  bad  one,  that  you 
should  not  interfere  in  these  cases  until  the  shell 
of  new  bone  has  developed  enough  to  support  the 
limb.  There  is  some  truth  in  the  doctrine,  al- 
though it  is  not  universally  applicable,  because  it 
is  extremely  inconvenient  if  you  get  the  new  bone 
broken.  If  you  pull  out  the  sequestrum  and  leave 
:  a  thin  shell  of  bone  around,  it  is  possible  that  that 
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shell  may  break,  and  then  you  will  have  the  diffi- 
culty and  annoyance  of  having  to  treat  a  fracture 
as  well  as  a  case  of  necrosis.  I  have  seen  that 
occur,  and,  unfortunately,  it  leads  to  bad  results, 
that  is,  to  amputation  of  the  limb,  because  the 
patient's  strength  and  the  strength  of  the  sur- 
rounding parts,  the  periosteum  and  so  on,  are  not 
sufficient  to  throw  out  bone  enough  to  repair  both 
the  fracture  and  the  loss  of  bone. 

Six  weeks,  I  take  it,  is  the  earliest  period  at 
which  you  should  interfere,  and  from  that  you 
may  go  on  to  any  time  you  like ;  the  difficulty,  as 
I  have  said,  is  to  be  sure  whether  the  bone  is 
loose.  It  is  all  very  well  to  say  that  you  can  put 
in  a  probe  and  feel.  Theoretically,  that  is  very 
easy,  but  practically,  it  is  veiy  difficult.  You  will 
easily  understand  that  if  a  piece  of  bone  is  locked 
firmly  into  new  bone  you  may  poke  about  yvith. 
the  probe  to  any  extent ;  you  may  feel  the  bare 
bone,  and  yet  you  cannot  feel  whether  it  is  loose 
or  not.  Therefore  one  has  to  undertake  an  opera- 
tion of  this  kind  somewhat  in  doubt.  If  the 
sequestrum  is  loose,  you  can  pull  it  out,  if  once 
you  get  fairly  down  to  it.  Again,  you  may  make 
an  incision  and  find  it  not  loose,  and  you  may 
leave  it  a  little  longer.  You  must  all  have  seen 
examples  of  that  kind.  It  is  impossible,  however 
skilful  you  may  be,  to  be  sure  of  your  diagnosis  in 
that  respect. 

So  much,  then,  for  the  treatment.    Just  one 
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word  in  regard  to  what  will  happen  in  the  case  of 
the  patient  upstairs.  We  have  got  now  a  shell  of 
new  bone  more  or  less  complete,  opened  up  in 
the  front ;  the  back  is  a  little  spoiled,  because 
we  have  brought  away  with  the  shaft  of  bone  a 
piece  of  the  shell  of  new  bone ;  still,  I  was  quite 
sure  when  I  saw  it  on  the  table  after  the  opera- 
tion that  there  was  sufficient  new  bone  to  set  up 
repair  if  all  went  on  well.  What  will  happen  is 
this.  We  shall  have  granulations  springing  up 
from  the  interior  of  the  bone  and  from  the  soft 
tissues  ;  these  will  gradually  fill  up  the  cavity ; 
we  shall  have  bone  developed  tolerably  rapidly 
from  the  periosteum  and  the  -surrounding  parts, 
and  thus  we  shall  have  a  new  tibia  formed.  It 
will  take  many  weeks  to  complete,  and  you  will 
have  an  opportunity  of  watching  it.  If  all  goes 
on  well,  I  have  no  doubt  it  will  be  complete ;  but 
one  or  two  accidents  may  happen.  The  epiphyses 
may  be  involved,  and  it  is  not  at  all  impossible 
that  the  child,  after  lying  for  some  weeks  in  bed, 
and  apparently  doing  well,  may  have  acute  mis- 
chief occurring  either  in  the  knee  or  in  the  ankle- 
joint.  That  would  be  due  to  perforation  of  the 
epiphysis  taking  place,  the  epiphysis  not  being 
very  thick,  particularly  at  the  lower  end.  There 
is  about  a  quarter  of  an  inch  at  the  lower  end,  or 
not  so  much,  between  the  matter  of  the  cavity  and 
the  ankle-joint ;  and  it  is  within  the  bounds  of 
possibility  that,  notwithstanding  all  care,  some 
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day  or  other  the  epiphysis  and  cartilage  may  b& 
perforated,  and  we  may  find  that  mischief  at  the 
ankle-joint  has  set  in,  or  the  same  thing  may 
occur  above,  and  then  there  is  nothing  to  do  but 
to  amputate  the  limb.  I  do  not  know  why  per- 
foration should  occur  more  in  this  class  of  cases. 
■No  doubt  these  cases  often  do  well,  provided  the 
patient's  health  holds  out.  Of  course  it  will  be  a 
great  strain  upon  his  health  at  ten  years  of  age  to 
make  all  this  new  bone,  and  we  shall  therefore 
keep  up  his  strength  as  much  as  possible.  Then 
there  is  always  the  concurrent  possibility  of 
pyeemia,  or  of  abdominal  mischief  which  may 
happen  in  the  case.  Still,  I  hoj)e  he  will  do  well, 
and  that,  barring  the  shortening  which  I  have 
already  explained,  there  will  be  a  good  result. 

I  must  not  forget  to  mention  that  this  sort  of 
treatment  is  quite  modern.  It  is  only  within  the 
last  twenty  or  twenty-five  years  that  this  treat- 
ment of  pulling  out  the  sequestra  and  leaving  a 
shell  of  bone  has  really  come  into  vogue.  Sub- 
periosteal resection,  if  you  regard  it  as  a  separate 
operation,  is  still  more  recent,  and  only  dates  from 
1857  or  1858;  but  many  of  the  cases,  as  I  havef 
said,  are  not  cases  of  sub-periosteal  resection  at 
all,  but  rather  cases  of  pulling  out  ordinary  se- 
questra. 

Then  there  is  another  point  which  I  ought  to 
mention — I  mean  treatment  by  sulphuric  acid.  I 
mention  it  because  it  is  one  of  the  last  inventions 
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"brouarlit  forward.  There  was  a  child  in  No.  5 
"Ward  during  the  winter  session,  on  whom  I  tried 
it.  It  was  a  case  of  necrosis  of  the  tibia,  in  which 
I  was  able  to  take  away  some  of  the  bone  ;  but 
there  was  a  piece  of  the  sequestrum  not  loose,  and 
I  thought  it  would  be  a  good  case  in  which  to  try 
the  sulphuric-acid  treatment.  I  filled  up  the 
wound  with  a  piece  of  lint  dipped  in  sulphuric 
acid,  one  part  of  sulphuric  acid  to  three  or  four 
parts  of  water.  It  was  dressed  carefully  with 
the  acid,  but  really  I  did  not  see  that  it  made 
much  difference.  The  theory  is  that  the  acid 
eats  into  the  dead  bone,  and  not  into  the  living ; 
that  it  destroys  the  dead  bone,  and  either  removes 
it  altogether  or  facilitates  the  removal  afterwards 
by  the  surgeon.  We  lost  sight  of  the  patient ; 
but  during  the  time  she  was  in  the  hospital  I  did 
not  see  that  there  was  much  difference  between 
her  case  and  ordinary  cases.  That  is  all  the  ex- 
perience of  the  sulphuric-acid  treatment  which  I 
have  had  in  the  hospital,  with  the  exception  of 
that  case  of  disease  of  the  ankle-joint  (a  different 
class  of  case)  which  is  still  under  observation,  and 
in  which  I  hope  to  get  anchylosis  of  the  joint.  I 
do  not  think  veiy  favourably  of  the  sulphuric-acid 
treatment ;  but  clearly  this  case  of  which  I  have 
spoken  to-day  was  not  a  case  for  trying  anything 
of  the  kind. 


ON 

INTESTINAL  OBSTRUCTION. 


We  have  had  in  the  -wards  lately  a  very  inter- 
esting case  of  intestinal  obstruction,  which  you 
all,  I  presume,  saw ;  and  on  which  some  of  you 
had  the  opioortunity  last  Saturday  of  seeing  me 
perform  an  operation.  We  succeeded,  as  you  re- 
member, in  finding  a  piece  of  bowel  twisted  and 
bound  down  by  a  band.  That  I  divided,  and  I 
hoped  that  the  patient  would  be  permanently 
relieved  by  that  interference.  Unfortunately, 
however,  although  she  rallied  from  the  operation 
very  well  and  had  a  good  night  on  Saturday,  the 
bowels  being  freely  relieved,  early  on  Sunday 
morning,  about  nine  o'clock,  she  suddenly  col- 
lapsed, and  died  very  shortly  afterwards.  After 
the  lecture  we  will  go  to  the  post-mortem  theatre 
and  see  what  the  condition  of  the  parts  is.  | 

The  patient  was  an  unmarried  woman,  sst.  29. 
She  was  a  shopwoman  at  one  of  our  large  drapery 
establishments  ;  and  the  history  was  this  : — She 
had  been  perfectly  healthy  before  Whit-Monday, 
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when  she  went  into  the  country  to  see  some 
friends.  As  far  as  she  could  tell  she  had  not 
eaten  anything  to  disagree  with  her.  On  Tuesday 
she  was  as  well  as  usual,  and  had  an  action  of  the 
bowels ;  but  after  diuner  she  had  a  pain,  which 
she  described  as  having  been  of  a  twisting  cha- 
racter. This  came  on  while  she  was  walking 
across  the  show-room,  at  about  three  o'clock. 
She  then  had  a  motion,  but  the  pain  was  not  re- 
lieved. She  sat  down,  and  went  home  rather 
earlier  than  usual.  A  little  warm  brandy  and 
water  was  given  to  her,  which  she  vomited  about 
seven  p.m.  Then  she  had  some  opening  medicine, 
which  she  also  brought  up.  She  was  sick  all 
night ;  and  on  Wednesday  morning  they  had  a 
I  doctor  to  see  her.  He  gave  her  an  injection,  which 
did  not  open  the  bowels,  but  she  passed  some 
wind.  On  Saturday,  the  26th  of  May,  Dr.  Ringer 
was  sent  for ;  he  ordered  an  enema  of  castor  oil 
and  turpentine,  and  gave  her  opium.  On  Sunday 
the  sickness  had  ceased.  Dr.  Einger  saw  her 
again,  and  she  was  admitted  here  on  the  Monday, 
this  day  week.  I  did  not  see  her  myself  until 
the  Wednesday,  as  I  was  absent  at  the  examina- 
tion at  the  College  of  Surgeons.  Mr.  Beck  saw  her 
on  Monday  and  Tuesday,  and  he  put  her  upon 
opium  treatment,  giving  frequent  and  small  doses 
of  the  drug ;  and  I  found  her  taking  that  when  I 
saw  her  on  Wednesday. 

I  will  now  read  you  the  account  of  what  her 


304  ON  INTESTINAL  OBSTRUCTION, 


condition  was  wlien  she  was  first  sent  here : — 
"  She  is  a  well-developed  young  woman,  with 
slightly  anxious  expression  of  countenance.  Pale, 
with  no  pinching  of  the  features :  tongue  dry, 
with  slight  brown  fur  ;  pulse  regular,  and  nor- 
mal in  size  and  firmness.  Temperature  gS'S  . 
Belly  moderately  distended,  no  pain  or  tender- 
ness ;  marked  tympanitic  percussion  in  each  flank, 
and  across  the  front  of  the  belly ;  dulness  over 
the  pubes.  No  tumour  to  be  felt,  no  hernia,  no 
pain  over  the  abdominal  muscles  or  down  the 
inner  side  of  the  thigh.  An  examination  per 
rectum  shows  the  rectum  dilated,  but  no  lumps  of 
fceces ;  above  the  cervix  uteri  coils  of  intestines 
are  felt  in  the  pelvis,  but  no  hard  masses  of  any 
kind."  I  need  not  trouble  you.  with  the  daily 
notes  of  the  case.  I  continued  the  treatment 
which  had  been  judiciously  begun,  giving  opium, 
and  endeavouring  to  pass  a  long  tube. 

The  symptoms  gradually  became  more  urgent, 
and  the  patient  .began  to  have  stercoraceous 
vomiting.  The  first  notice  of  stercoraceous  vomit- 
ing  is  on  the  30th,  and  then  again  upon  the 
31st ;  and  on  June  ist  there  is  this  note  : — The 
patient  vomited  stercoraceous  matter  again  this 
morning.  Mr.  Heath  gave  her  another  enema  of 
warm  water,  which  came  away  as  fast  as  it  was 
injected.  He  then  injected  some  olive  oil,  and 
this  also  came  away  nearly  as  fast  as  it  was 
injected ;  but  he  thinks  that  a  small  quantity 
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has  remained."  The  report  on  June  2ncl — that 
is,  Saturday — was  tliat  on  the  previous  afternoon, 
between  three  and  four  o'clock,  she  had  vomited 
three-quarters  of  a  pint  of  stercoraceous  matter. 
She  was  also  sick  at  nine  and  eleven  o'clock  at 
night,  at  4  A.M.,  and  again  at  5.30  A.M. ;  so  that 
when  I  visited  her  on  the  morning  of  June  2nd, 
I  found  that  there  had  been  five  or  six  distinctly 
stercoraceous  vomitings,  following  each  other  at 
intervals  of  two  hours.  That  showed  that  the 
case  was  too  urgent  to  be  left  any  longer.  We 
had  been  hoping  all  along  that  we  might  have 
nature  producing  a  cure,  as  happens  not  nnfre- 
quently  in  these  cases.  Althougli  the  cases  go 
on  for  some  time  without  any  action  of  the 
bowels,  yet  owing  to  some  re-arrangement  of  the 
abdominal  contents,  perhaps  some  slipping  back 
of  a  piece  of  intestine,  suddenly  the  patient  be- 
gins to  be  relieved  of  the  contents  of  the  bowels, 
and  a  cure  succeeds.  Still,  when  you  find  a  patient 
like  this  vomiting  frequently  at  intervals  of  about 
two  hours,  it  is  obvious  that  something  must  be 
done. 

The  operation  which  I  did  on  Saturday  was 
simply  this  : — I  laid  open  the  abdominal  wall,  about 
three  inches  below  the  umbilicus,  just  suflSciently  to 
get  my  hand  in.  Then  I  found  that  the  small  intes- 
tines were  enormously  distended ;  they  were  of  a 
•dark  colour,  and  considerably  congested.  On  draw- 
ing them  out  we  found  that  at  one  point  there  was 
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a  knuckle  of  intestine  enclosed  in  a  band,  whicli 
band,  I  tlaink,  was  not  inflammatory,  but  was 
some  little  fold  or  piece  of  peritoneum  ;  but  we 
stall  know  more  particularly  presently.  What  I 
want  you  to  understand  is  that  the  condition 
which  existed  was  the  strangulation  of  a  knuckle 
of  intestine  by  a  band  passing  across  it,  the  in- 
testine above  being  largely  distended,  and  the 
intestine  below  being  very  much  contracted.  I 
was  afraid  to  use  the  knife  to  divide  the  band, 
and  I  simply  tore  it  with  my  nail  ;  I  effectually 
tore  it  through,  because  I  was  able  to  squeeze  a 
little  of  the  contents  of  the  intestine  along  this 
hitherto  much  contracted  piece  of  bowel.  Having 
done  that,  I  was  satisfied  that  I  had  relieved  the 
stricture  ;  still  I  thought  it  right  to  put  my  hand 
in  and  feel  if  there  was  anything  more,  because 
one  knows  that  there  may  be  two  constrictions. 
Having  enlarged  the  wound  a  little,  I  could  put 
in  my  hand  more  freely,  but  I  found  nothing 
requiring  interference.  I  felt  the  ovary  and  the 
broad  ligament,  and  I  found  the  whole  of  the 
pelvis  was  clear,  and  I  therefore  closed  the  wound. 
I  treated  the  patient  on  the  same  principles  as 
those  on  which  you  would  treat  a  case  of  ovario- 
tomy— that  is,  I  closed  the  wound,  bringing  the 
edges  of  the  peritoneum  into  close  apposition,  so 
that  they  might  unite  rapidlj-.  I  had  hoped  that 
the  patient,  as  she  had  got  over  the  first  shock, 
would  make  a  good  recovery  ;  that,  however,  has 
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not  been  the  case,  and  we  sliall  soon  ascertain  the 
exact  cause  of  death. 

I  will  now  say  a  few  words  generally  abont 
these  cases  of  intestinal  obstruction,  which  are  the 
most  anxious  cases  you  can  possibly  have.  Let 
me  beg  you  to  distinguish  altogether  these  cases 
from  cases  of  strangulated  hernia,  for  I  do  not 
propose  to  speak  of  strangulated  hernia  at  all. 
The  causes  of  intestinal  obstruction  are  various. 
I  have  here  a  table  in  a  very  valuable  little  book- 
on  intestinal  obstruction,  by  the  late  Dr.  Brinton. 
He  gives  a  table  of  a  large  number  of  cases,  and 
I  will  give  you  the  details  very  shortly.  He  has 
collected  the  records  of  I2,000  cases  of  post- 
mortem examinations,  and  he  finds  that  one  in 
every  280  of  these  was  due  to  intestinal  obstruc- 
tion. That  will  give  you  an  idea  of  the  frequency 
of  the  occurrence  of  these  cases.  With  regard  to 
the  varieties,  he  found  that  intussusceptions  were 
about  43  per  cent.  ;  external  bands,  that  is,  bands 
of  peritoneum,  or  bands  of  lymph,  as  the  case  may 
be,  32  per  cent.  ;  parietal  strictures,  that  is,  stric- 
tures of  the  wall  of  the  bowel,  17  per  cent.  ;  and 
torsions  or  twisting  of  the  bowel  8  per  cent. 

With  regard  to  cases  of  intussusception,  whicli 
are  mucli  more  numerous  than  the  others,  nearly 
half  of  the  whole,  56  per  cent.,  were  ileo-casca!, 
that  is,  the  ileum  being  driven  into  the  caecum  ; 
twenty-eight  were  ileac,  four  jejunal,  and  twelv(t 
colic.     The  "ileac"  means  one  piece  of  ileum 
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driven  into  another  piece  of  ileum ;  so  with. 
•'  jejunal  "  and  "  colic."  More  than  half  the  cases 
you  see  are  ileo-csecal.  The  remaining  forms 
of  intestinal  obstruction  Dr.  Brinton  has  divided 
into  "bands  and  adhesions;"  "diverticula  ilei," 
where  a  little  diverticulum  has  existed  duriner 
life  and  then  at  some  period  has  become  attached, 
and  so  formed  a  constriction ;  "  vermiform  appen- 
dix," which  occasionally  gets  bound  down  and 
forms  a  ring  through  which  a  piece  of  bowel 
slides ;  "  ruptured  mesentery,"  through  which 
the  bowel  slips,  as  I  fancy  it  has  done  in  this 
case ;  and  other  peritoneal  lesions.  Then  there 
is  another  form  of  obstruction  occasionally  met 
with,  namely  that  of  gall  stones.  Now  and 
then  a  large  gall  stone  ulcerates  its  way  through 
the  gall  bladdei' — it  is  too  large  to  go  down  the 
duct — and  it  ulcerates  through  the  adhesions  into 
the  intestine.  It  is  a  rare  thing,  but  it  is  right 
that  it  should  be  mentioned.  The  above  forms  of 
intestinal  obstruction  occur  in  the  small  intes- 
tines; but  if  you  take  the  large  intestines  you 
meet  wdth  strictures  and  torsions  there  also. 

But  there  is  another  division  still  more  impor- 
tant. I  mean  whether  the  obstruction  is  acute  or 
chronic.  This  was  clearly  a  case  of  acute  obstruc- 
tion, but  we  have  had  the  opportunity  of  seeing 
here  within  the  last  year  or  two  several  cases  of 
chronic  obstruction.  We  had  one  just  before 
Christmas,  in  which  a  cancerous  bowel  had  opened 
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into  the  bladder.  I  performed  colotomy  there 
with  great  rehef  to  the  patient,  and  we  have  had 
other  cases  also  in  which  colotomy  has  been 
successfully  performed  for  chronic  obstruction  of 
the  bowel  due  to  cancerous  or  other  stricture. 
But  this  was  a  case  of  acute  obstruction.  The 
young  woman  was  in  perfectly  good  health  till 
suddenly,  without  any  obvious  cause,  she  gets 
pain  in  her  bowel.  She  simply  empties  the 
bowel  below  the  point  of  obstruction,  and  after- 
wards she  passes  nothing ;  then  sickness  comes  on 
and  the  other  symptoms  which  I  have  detailed. 

The  greater  number  of  such  cases  are  cases  of 
intussusception,  and  these  arise  more  frequently 
in  children  than  in  grown-up  people.  You  find 
that  when  children  are  trying  violently  to  empty 
the  bowels  they  are  very  apt  to  force  one  piece  of 
bowel  into  another,  and  then  of  course  you  get 
the  symptoms  due  to  that  obstruction.  There  is 
generally  a  well-marked  elongated  tumour  to  be 
felt  through  the  abdominal  wall,  which  of  course 
varies  in  length  according  to  the  amount  of  the 
intussusception.  You  see  by  figures  18  and  19, 
which  by  the  kindness  of  Dr.  Buzzard  I  have  been 
able  to  borrow  from  Dr.  Brinton's  work,  what  the 
nature  of  intussusception  is.  The  two  mucous 
surfaces  are  brought  almost  into  apposition,  so 
that  nothing  can  pass  through ;  but  the  patient 
will  go  on  straining  and  bring  away  a  little  blood. 
It  is  a  remarkable  point,  and  a  very  important 
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diagnostic  one,  that  in  cases  of  intussusception 
you  almost  invariably  have  some  blood  pass,  and 
you  may  see  at  once  why  blood  should  pass. 
Here  is  a  piece  of  bowel  nipped  in  another  piece  of 

I8.  ig. 


Diiinratn  to  illustrate  tlie 
Iiitiissusceptiou  of  a  Flexi- 
ble Tube — (a)  inner  layer  ; 
(,(>)  middle  layer ;  (c)  outer 
layer ;  (rf)  interval  of  two 
inner  (mucous)  surfaces ; 
(<>)  interval  of  two  outer 
(serous)  surfaces. 


Intussusception  of  small  In- 
testine.— A  to  e  as  in  Fig.  i8  : 
((')  being-  occu])ied  by  a  ma6^i 
of  lymi)Ii  ;  (./")  general  curve 
of  the  intestine ;  (g)  special 
curve  of  tlic  iutussu.>iceptiou  ; 
(»t,  VI.)  mesentery. 


bowel.  Of  course  it  becomes  much  congested ; 
naturally  the  vessels  relieve  themselves  a  little, 
and  blood  passes  on  through  the  anus,  and  is 
recognised  in  the  motions. 

Now  it  is  possible  that  the  intussusception 
may  be  undone.  There  is  no  doubt  that  the 
tendency  of  the  peristalsis  of  the  bowel  is  to 
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force  one  piece  of  bowel  further  on ;  but  if  you 
can  stop  the  peristalsis  by  giving  opium  judiciously, 
it  is  possible  that  the  bowel  may  release  itself,  or 
that  you  may  assist  nature  by  means  properly 
applied.  The  means  we  apply  in  cases  of  this 
kind,  particularly  in  the  large  intestine,  are 
copious  enemata  or  insufflation.  It  was  possible 
that  it  might  be  intussusception  in  the  case  of 
this  woman,  and  therefore  I  was  anxious  to  pass 
copious  enemata  into  the  colon,  but  we  failed,  and 
I  think  we  shall  find  we  failed  simply  owing  to 
some  mechanical  condition  of  the  bowel,  and  not 
from  any  obstruction  of  the  large  intestine — -that 
owing  to  the  distension  of  the  abdomen  there  was 
some  little  twist  in  the  sigmoid  flexure,  or  the 
upper  part  of  the  rectum,  and  that  that  prevented 
the  tube  passing.  When  you  have  intussuscep- 
tion, then  you  stop  the  peristalsis  by  opium,  and 
you  may,  if  you  are  fortuaate,  blow  out  the 
invaginated  portion,  and  so  restore  the  intestine  to 
its  proper  form  ;  or  you  may,  as  a  last  resort,  open 
the  abdomen,  and  pull  one  piece  out  of  the  other. 

There  is,  however,  always  great  risk  about  that 
proceeding,  and  in  this  way.  You  must  bear  in 
mind  that  we  have  got  two  peritoneal  surfaces 
here  which  are  brought  into  apposition,  squeezed 
tightly  together,  so  that  you  are  very  apt  to  get 
adhesions  forming  between  them.  Imagine  for  a 
moment  that  you  have  those  surfaces  tightly 
bound  together  ;  it  is  then  obvious  that  no  pulling 
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and  no  pushing  can  undo  tliem  with  safety  to  the 
patient.  Still  you  must  not  despair,  even  in  a 
case  of  that  kind,  for  nature  does  wonderful  things 
for  us.  We  find  that  cases  of  intussusception 
sometimes  recover  after  casting  off  a  piece  of 
intestine.  Thus,  a  patient  has  been  appartjntlv 
at  death's  door  when  at  last  something  passes,  or 
perhaps  partially  protrudes  through  the  anus  and 
is  drawn  away  by  the  surgeon's  finger,  and  when 
he  examines  it  he  finds  that  it  is  really  a  piece  of 
intestine.  I  have  myself  seen  a  great  part  of  the 
ctecum  come  away  in  that  manner,  in  a  case  of 
invagination  in  a  child,  and  the  patient  recovered. 
What  happens  is  this  :  the  adhesions  are  formed, 
the  strangulation  still  continues,  and  at  last,  the 
parts  being  perfectly  united  together,  the  inva- 
ginated  portion  is  thrown  off,  and  the  continuity 
of  the  intestine  is  kept  up ;  the  patient  recovers, 
and  does  not  seem  to  be  much  the  worse  for  it, 
being  only  minus  two  or  three  inches  of  intestiue. 
It  is  the  knowledge  of  the  fact  that  intussuscep- 
tions are  very  apt  to  get  well  of  themselves,  either 
by  spontaneously  undoing  or  by  throwing  oft'  the 
slouffh  of  the  intestine,  that  makes  medical  ]3racti- 
tioners  sometimes  loth  to  interfere  in  these  cases. 

It  is  only  within  the  last  two  or  three  years  that 
surgeons  have  ventured  to  interfere  in  cases  of 
intussusception,  and  I  am  happy  to  give  credit — 
where  it  is  due — to  Mr.  Jonathan  Hutcliiuson,  of 
the  Loudon  Hospital,  for  having  been,  as  I  believe, 
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the  first  surgeon  who  really  did  undo  an  intussus- 
ception. He  has  published  his  case,  and  it  was  a 
successful  one,  and  I  will  briefly  refer  to  it.  On 
the  I  ith  of  November  1873,  Mr.  Hutchinson  read 
a  paper  before  the  Royal  Medical  and  Cliirurgical 
Society,  entitled  "  A  Successful  Case  of  Abdo- 
minal Section  for  Intussusception,  with  remarks 
on  this  and  other  methods  of  treatment."  The 
patient  was  a  child,  fet.  2  years ;  the  intussuscep- 
tion had  commenced  at  the  cascum,  and  was  of 
such  a  length  that  its  extremity,  presenting  the 
inverted  ileo-caacal  valve,  was  extruded  several 
inches  at  the  child's  anus.  The  condition  had 
been  one  month  in  course  of  development ;  latterly 
the  case  had  been  treated  as  one  of  prolapsus,  and 
attempts  had  been  made  to  keep  the  bowel  in  its 
place  by  means  of  a  cork  pad.  It  is  obvious  from 
these  notes  that  it  was  not  an  urgent  case.  No 
one  could  have  been  so  ignorant  as  to  mistake  a 
case  of  real  intestinal  obstruction  for  one  of  pro- 
lapsus ani.  The  child  was  very  ill,  and  the  author 
having  failed  in  attempts  to  effect  reduction  by 
enemata,  &c.,  and  having  had  experience  of  several 
similar  cases  which  had  ended  fatally,  determined 
to  operate.  The  child  was  put  under  chloroform, 
and  the  abdomen  was  opened  in  the  middle  line 
below  the  umbilicus.  The  intussusception  was 
easily  found,  and  as  easily  reduced.  The  after- 
treatment  consisted  only  in  the  administration  of 
a  few  mild  opiates,  and  the  child  recovered. 
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That  case  was  a  very  important  one,  because 
it  cast  a  new  light  on  the  treatment  of  intussus- 
ception. There  have  been  one  or  two  other 
cases  of  a  similar  character  in  which  surgeons 
have  operated,  some  with  success  and  some  with- 
out success.  At  the  Pathological  Society  in  1 874 
Mr.  Hutchinson  showed  a  specimen,  this  time 
from  one  of  the  lower  animals,  for  of  course  they 
are  liable  to  intussusception  as  well  as  ourselves. 
It  was  the  case  of  a  dog  which  had  intussusceiD- 
tion.  He  had  only  slight  symptoms  eight  days 
before  death.  There  was  jaundice,  no  peritonitis, 
and  the  intussusception  was  easily  reducible.  It 
was  operated  upon  to  illustrate  the  possibility  of 
drawing  out  intussusception.  One  or  two  other 
cases  are  mentioned  by  other  persons ;  but  the 
best  cases  were  those  related  at  the  Medical  and 
Chirurgical  Society  in  December  1875.  Mr. 
Howard  Marsh  read  a  case  in  which  abdominal 
section  was  performed  for  intussusception  in  the 
case  of  an  infant  three  months  old.  Another 
paper  was  also  read  by  Dr.  Fagge  and  Mr.  Lucas 
on  a  case  of  intussusception  in  an  adult,  without 
symptoms  of  strangulation,  treated  successfully  by 
abdominal  section.  A  third  paper  was  contributed 
by  Mr.  Jonathan  Hutchinson  on  a  second  case  of 
abdominal  section  for  intussusception  into  the 
colon,  with  details  of  the  operation.  That  case 
was  not  successful.  A  discussion  followed,  and 
opinions  were  greatly  divided,  some  thinking  that 
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operations  were  perfectly  justifiable,  and  others 
for  the  reason  that  I  have  given  to  you — the  well- 
known  fact  that  intussusceptions  do  recover — 
thinking  that  suroical  interference  was  not  justifi- 
able. I  think  it  only  right  that  you  should  have 
these  facts  put  before  you. 

Ours,  as  I  have  said,  was  not  a  case  of  intus- 
susception ;  but  before  we  leave  the  subject  let  us 
just  consider  one  point  in  connection  with  it — that 
is,  the  faecal  vomiting  which  occurs  in  these  cases 
sooner  or  later.  It  was  maintained  up  to  within 
the  last  few  years  that  ftecal  vomiting  depended 
upon  inverted  peristalsis  of  the  bowel.  You  will 
find  that  in  some  of  the  older  physiological  books 
it  is  laid  down  that,  after  the  bowel  has  become 
distended,  it  is  very  apt  to  take  on  an  inverted 
peristaltic  action,  that  instead  of  forcing  its  con- 
tents on,  it  begins  to  push  them  backwards  and 
throw  them  into  the  stomach,  and  so  out  through 
the  mouth.  Dr.  Brinton,  the  author  of  this  little 
book  on  intestinal  obstruction,  showed,  I  believe 
conclusively,  that  that  view  was  erroneous ;  and  it 
is  now  well  understood  what  is  the  reason  that  in 
a  case  of  intestinal  obstruction  from  any  cause  you 
get  vomiting  of  the  contents  of  the  bowel.  He 
illustrates  his  view  in  this  way ;  and  I  cannot 
show  you  better  than  by  his  own  diagrams.  Sup- 
pose you  take  a  syringe,  the  piston  of  which  is 
hollow  (Fig.  20),  and  as  you  drive  the  piston  down 
and  bring  pressure  to  bear  upon  the  fluid  at  the 
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side  of  the  tube,  you  necessarily  make  the  fluid 
return  up  the  centre  of  the  tube,  the  same  thing 
occurring  if  there  are  a  series  of  hollow  septa,  as 
in  Fig.  21.  He  calls  this  a  "  reversed  axial  cur- 
rent," and  it  is  that ;  the  fluid  goes  down  the  side 
and  up  the  middle,  for  it  cannot  stop  where  it  is 

Fig.  20.  Fig.  21. 


because  the  pressure  is  too  great  above  it.  There 
is  anotlier  drawing  of  Dr.  Brinton's  which  illus- 
trates it  in  another  way.  It  is  a  diagram  of  a 
piece  of  intestine  (Fig.  22),  and  there  is  a  stricture, 
which  may  be  ai'tificial  or  otherwise,  for  these 
things  have  been  verified  by  experiment.    If  you 
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tie  the  piece  of  intestine  and  force  the  fluid  in  by 
a  syringe,  yon  will  find  that  as  the  fluid  goes  down 
the  side  it  comes  up  the  middle  again ;  but  when 
you  have  a  period  of  great  distension,  which  you 
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Staso  of  moderate  (listen-  Staye  o£  extreme  distension 

sion,  witli  forward  and  back-  in  wliicli  (rf)  the  dilated  iiites- 

ward  currents — (a)  contracted  tine  is  paralysed, 
intestine  below  the  obstacle. 

must  necessarily  arrive  at,  yon  may  get  a  piece  of 
:  intestine  so  largely  distended  that  the  peristaltic 
;  power  in  it  is  entirely  destroyed,  the  muscular 
t fibre  is  paralysed  for  a  time,  and  then  it  simply 

remains  an  inert  bag  of  fluid  (Fig.  23),    If  thrl  is 
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the  case,  you  will  find  that  the  intestine  above 
that  point  which  still  retains  its  power  goes  on 
pumping  into  this  bag  of  fluid,  and  of  course  the 
same  fluid  that  goes  down  comes  up  again.  I 
want  you  to  understand  that  it  does  not  necessarily 
imply  that  the -intestine  keeps  itself  empty  because 
the  patient  vomits.  You  may  have  a  large  accu- 
mulation, a  piece  of  intestine  enormously  dilated 
and  distended  with  fluid,  and  yet  the  patient  may 
go  on  vomiting  because  peristalsis  forces  more  fluid 
down  which  must  come  back. 

I  will  now  say  a  word  with  regard  to  the  differ- 
ent forms  of  band.  I  have  already  given  you 
Dr.  Brinton's  list  of  obstructions,  but  I  will  refer 
to  it  again  for  a  moment.  A  band  may  be  a 
simple  adhesion,  that  is,  composed  of  lymph.  We 
know  that  all  persons,  females  particulai'ly,  are 
liable  to  have  a  little  attack  of  peritonitis,  which 
apparently  does  no  harm,  but  which  may  leave  a 
little  band  stretching  across  between  two  pieces  of 
intestine,  or  possibly  stretching  between  the  intes- 
tine and  the  abdominal  wall.  A  piece  of  intestine 
may  get  twisted  over  this,  and  then  you  may  have 
an  obstruction.  Then  we  have  diverticula  from 
the  ileum.  I  do  not  know  whether  you  remember 
that  in  the  early  stage  of  the  foetus  there  is  a 
communication  between  the  membranes  of  the 
fcctus  and  the  small  intestine  by  the  oniplialo- 
mesenteric  duct  which  passes  across  from  the 
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umbilicus  to  the  lower  part  of  tlie  ileum.  That  is 
usually  totally  obliterated,  and  we  do  not  find  even 
a  remnant  of  it.  Every  now  and  then — I  do  not 
know  why — we  find  that  it  remains  as  a  cord,  and 
sometimes  even  as  a  duct.  I  have  myself  seen  it 
as  a  duct,  so  that  the  patient  was  annoyed  occa- 
sionally by  the  passage  of  a  little  faecal  matter  and 
flatus  through  the  umbilicus.  Usually  it  is  simply 
an  impervious  cord.  Now,  given  a  cord  of  that 
kind,  stretching  across  to  the  umbilicus,  it  is  con- 
ceivable that  a  piece  of  intestine  may  get  twisted 
around  it,  and  you  will  find  in  Guy's  Hospital  two 
specimens  of  a  cord  stretching  in  that  way,  which 
proved  fatal  by  a  piece  of  intestine  getting  en- 
tangled around  it. 

Then  the  vermiform  appendix  may  sometimes  be 
bound  down  in  such  a  way  as  to  form  a  constrict- 
ing point.  Usually  in  the  human  subject  the 
vermiform  appendix  is  a  simple  matter  that  gives 
no  trouble  unless  a  cherry-stone  gets  into  it  • 
though  Sir  William  Jenner  maintains  that  cherry- 
stones do  not  get  into  it,  and  that  what  are  gene- 
rally taken  for  cherry-stones  are  little  concretions. 
We  do  not  usually  know  much  about  our  vermi- 
form appendices  unless  they  give  us  some  trouble, 
but  if  it  is  longer  than  usual  it  gets  bound  down 
and  forms  a  ring,  through  which  a  coil  of  intestine 
may  go,  and  of  course  it  would  nip  it  severely. 

Then  we  may  have  a  ruptured  mesentery.  Why 
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a  mesentery  should  get  torn  without  violence  we 
do  not  know,  but  sometimes  holes  seem  to  form  in 
the  mesentery,  and  a  piece  of  intestine  may  slip 
through.  I  think  ours  is  a  case  of  that  kind,  from 
what  I  can  see.  I  think  the  band  I  divided  was 
not  lymph  nor  the  result  of  inflammatory  action. 
The  other  conditions  are  of  course  inflammatory, 
and  we  have  no  evidence  whatever  of  inflammation 
in  this  case.  On  Saturday  I  called  attention  to 
the  fact  that,  although  the  intestines  were  largely 
congested,  still  the  surfaces  were  perfectly  smooth, 
showing  that  there  had  been  no  recent  peritonitis 
as  far  as  we  could  see,  and  that  augured  well  for 
the  patient. 

Now  to  come  to  the  really  important  point,  that 
is,  with  regard  to  the  treatment.  If  you  are  called 
to  a  patient  who  has  intestinal  obstruction,  what 
is  the  proper  line  of  treatment  to  be  adopted  ? 
The  great  thing  to  make  up  your  mind  to  early  in 
life  is  not  to  use  purgatives.  What  does  a  purga- 
tive do  ?  In  a  case  of  intussusception  it  simply 
means  driving  more  intestine  into  the  other  piece 
or  if  a  piece  of  intestine  is  strangulated  by  a 
band,  you  simply  drive  moi'e  intestine  tightly  into 
it ;  therefore,  when  you  have  a  case  of  intestinal 
obstruction — I  do  not  refer  to  the  case  of  every 
old  woman  who  has  overloaded  bowels — purgatives 
should  be  tabooed.  The  proper  treatment  is  to 
use  opium.    In  this  particular  case  you  remember 
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I  combined  opium  and  belladonna.    I  said  at  the 
bedside  that  perhaps  some  might  think  I  was  firing 
off  a  double-barrelled  gun,  and  that  one  might 
be  antagonistic  to  the  other.    I  did  not  know  at 
the  time  that  Dr.  Brinton  used  the  same  form  of 
treatment,  but  I  will  now  read  to  you  what  he 
says,  because  he  puts  it  in  a  shorter  way  than  I 
could  do.    "  The  combination  of  belladonna  with 
opium  seems  in  no  way  to  diminish  the  anodyne 
effect  of  the  latter  drug,  even  while  it  reduces  this 
peristalsis  almost  to  zero.    Certainly  nothing  in 
the  whole  action  of  remedies  can  surpass  the  com- 
parative painlessness  into  which  I  have  seen  an 
agonising  intussusception  converted  during  the 
many  days  that  have  intervened  before  its  un- 
avoidable termination  in  death."    Then  in  a  note 
he  says  :  "  I  am  aware  that  the  two  drugs  are 
often  supposed  to  be  antidotes  to  each  other.  But 
though  in  stating  facts  I  am  not  bound  to  explain 
them,  I  may  point  out  that  whatever  general  anta- 
gonism might  be  supposed  to  constitute  the  sum 
of  special  opposition  in  their  effects  is  quite  com- 
patible with  a  general  agreement  of  the  most 
valuable  kind,  so  that,  for  example,  they  might 
agi-ee  in  their  anodyne  property,  and  differ  mainly 
in  their  influence  on  the  nerves  of  muscles  or  on 
muscles  themselves.    In  any  case  it  is  impossible 
to  doubt  experiences  which,  like  the  above  at 
least,  prove  that,  mixed  in  certain  proportions 
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neither  drug  loses  mucli,  if  any,  of  its  most  im- 
portant effects.  The  proportions  I  use  are  two 
parts  of  extract  of  opium  to  one,  two-thirds  or 
one-half  of  belladonna  in  a  pill."  It  is  better  to 
give  pills  than  draughts  in  these  cases.  You  know 
whether  a  patient  rejects  a  pill  or  not ;  you  can 
see  it  come  back,  and  you  can  get  a  fairer  notion 
of  how  much  of  the  drug  the  patient  is  getting. 
Then  pills  get  further  down  the  intestines  before 
they  dissolve,  and  you  get  the  effect  of  the  opium 
more  applied  to  the  intestine  itself,  and  not 
scattered  over  the  stomach.  You  may  give  a 
grain  every  four  hours,  or  at  first  as  often  as  every 
two  hours,  and  then  reduce  the  dose,  giving  half- 
a-grain  every  two  hours,  and  then  half-a-grain 
every  four  hours,  so  as  to  keep  the  patient  well 
under  the  influence  of  the  opium,  judging  by  the 
pupil  and  also  by  the  general  condition.  Of  course 
it  would  be  as  bad  practice  to  poison  the  patient 
with  opium  as  to  give  purgatives.  I  cannot  say 
more  than  that ;  watch  the  condition  of  the  patient 
and  be  guided  by  the  symptoms.  We  applied 
belladonna  over  the  belly,  and  assiduously  poul- 
ticed it.  The  injections  were  an  entire  failure, 
and  we  shall  now  have  an  opportunity  of  seeing 
what  the  failure  was  due  to. 

The  post-mortem  examination  showed  that  the 
obstruction  had  been  completely  relieved,  and  that 
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it  had  been  caused  by  a  mesenteric  baud.  The 
intestine  was  much  discoloured  at  the  point 
strangulated,  but  no  perforation  had  taken  place. 
Considerable  peritonitis  was  found,  and  the  intes- 
tines were  glued  together  by  recent  lymph. 
Nothing  abnormal  was  found  in  the  rectum  or 
elsewhere. 


ON 

DISLOCATION  OF  THE  FEMUR. 


You  saw  last  week,  gentlemen,  a  case  of  dislocation 
of  the  femur.  Now,  these  cases  are  not,  of  course, 
very  common ;  but  it  Jiappens  that  we  have  had  a 
good  many  during  the  last  twenty  years.  I  have 
taken  the  trouble  to  run  through  the  reports  of 
this  hospital  for  that  period,  and  I  find  that  dming 
that  time  we  have  had  seventeen  cases.  We  had 
one  in  1871  (I  need  not  trouble  you  with  the 
details)  ;  two  in  1872  ;  one  in  1873  j  one  in  1876  ; 
two  in  1879 — and  one  of  these  was  a  supra-pubic 
dislocation,  which,  of  course,  is  the  rarest  form  : 
two  in  1878  ;  three  in  1880;  one  in  1883  ;  one  in 
1885;  one  in  1887;  one  in  1888;  one  in  1889: 
and  none  in  1890.  It  is  rather  remarkable  that 
the  last  four  cases  were  all  in  young  persons.  In 
1885  there  was  a  child  of  12  years  only;  in  1887 
the  child  was  i  if  ;  in  1888  the  child  was  but  6  ; 
in  1889  only  5.  You  may  take  it  from  me  that 
these  were  all  hona-fidc  dislocations,  the  result  of 
accident,  and  not  the  form  of  dislocation  which 
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we  call  pathological.  Of  course,  we  are  all  familiar 
witli  cases  of  hip  disease,  where  the  capsule  softens 
and  the  head  of  the  bone  slips  out,  and  these  we 
temi  "  pathological  dislocations  "  ;  but  I  am  not 
speaking  of  that  subject  to-day.  All  the  cases  I 
am  going  to  mention  to-day  are  cases  resulting 
from  accident. 

The  man  now  in  the  ward  is  33  years  of  age, 
and  a  labourer.  Fifteen  weeks  before  his  ad- 
mission here  he  had  an  accident.  In  jumping  ofiE 
a  two-wheeled  cart,  which  he  had  been  driving, 
and  in  front  of  which  he  had  been  sitting  with 
his  feet  upon  the  shaft,  his  foot  caught  in  the 
horse's  nosebag,  which  was  swinging  from  the 
shaft,  and  he  fell  to  the  ground, — in  what  position, 
however,  he  does  not  know.  He  still  held  the 
reins,  and  stopped  the  horse.  He  says  the  wheel 
ran  up  his  leg,  but  did  not  run  over  him  ;  but 
he  is  not  at  all  clear  on  the  point.  He  was 
taken  to  a  doctor  within  ten  minutes  of  the 
accident,  and  the  treatment  employed  consisted 
in  rest,  liniments,  and  so  on.  About  six  weeks 
afterwards  he  got  out  of  bed,  using  first  a  pair  of 
crutches  and  later  on  two  sticks,  and  began  to 
get  about  pretty  fairly.  But  then,  I  suppose,  the 
doctor's  conscience  smote  him,  and  he  thought 
he  had  better,  perhaps,  send  the  man  to  the 
hospital.  When  he  arrived  here  there  could  not 
be  a  doubt,  I  should  say,  to  even  the  meanest 
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capacity,  that  it  was  a  lona-fide  dislocation  of  the 
femur  on  the  dorsum  ilii.  The  next  day  I  sent 
the  man  down  for  the  F.E.C.S.  examination,  and 
on  the  following  day,  the  Wednesday,  I  had  him 
photographed,  and  here  you  see  the  result.  The 
front  view  shows  you  very  well  the  deformity. 
You  will  see  that  the  left  limb  is  inverted,  that  it 
is  shortened,  and  that  the  ball  of  the  gi-eat  toe 
rests  on  the  instep  or  thereabouts.  The  inversion 
of  the  limb  is  undoubted.  If  anything,  there  is 
■a  little  widening  of  the  pelvis,  the  head  being  on 
the  dorsum  ilii  and  not  in  the  sciatic  notch,  the 
prominence  of  the  trochanter  is  alittle  exaggerated. 
If  you  have  a  case  where  the  head  of  the  bone 
•has  dropped  into  the  sciatic  notch,  then  you 
sometimes  get  remarkable  narrowing  of  the  pelvis. 
I  had  a  side  view  also  taken ;  but  I  am  rather 
disappointed  with  that,  it  does  not  show  the 
deformity  caused  both  by  the  trochanter  and  the 
head  of  the  bone  as  well  as  it  should  do. 

How  is  it  this  dislocation  was  overlooked  ?  I 
really  cannot  explain  it.  I  tried  in  every  way  to 
get  from  the  man  that  the  parts  were  a  good 
deal  swollen  before  the  doctor  saw  him ;  but  it 
was  not  the  fact.  It  is  evident,  from  the  notes, 
that  the  medical  man  saw  him  ten  minutes  after 
the  accident,  there  could  not,  therefore,  be  much 
swelling  ;  and  it  is  obvious  that  it  is  one  of  those 
cases  which  have  been  overlooked,  and  which 
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from  time  to  time  we  meet  with.  We  all  make 
mistakes,  and  therefore  we  ought  all  to  be  charit- 
able to  others.  I  have  purposely  never  inquired 
who  the  gentleman  was  that  saw  the  case. 

A  word  or  two  about  the  frequency  of  this  dis- 
location. Malgaigne  gives  491  cases  of  dislo- 
cation in  the  Hotel  Dieu,  the  great  hospital  in 
Paris.  Of  these  dislocations  321  were  of  the 
shoulder  and  only  34  of  the  hip  ;  but  the  hip 
was  the  next  most  frequent  to  the  shoulder.  Mr. 
Henry  Morris  in  his  article  in  Holmes's  System 
of  Suvfjcry  gives  the  statistics  of  Middlesex  Hos- 
pital for  ten  years,  and  I  may  say,  that  these 
include  both  in-  and  out-patients.  The  statistics 
of  this  hospital,  as  given  in  our  reports,  only  include 
in-patients  ;  but  I  take  it  that  there  are  very  few 
cases  of  dislocation  of  the  femur  among  the  out- 
patients. Dislocation  of  the  shoulder  is,  of  course, 
commonly  enough  treated  in  the  out-patient  room  ; 
but  all  cases  of  dislocation  of  the  femur  are  taken 
in  as  a  matter  of  course.  At  the  Middlesex 
Hospital,  where  both  kinds  of  patients  are  taken 
together  in  the  statistics,  there  were  in  ten  years 
283  dislocations,  of  which  133  were  of  the  shoulder, 
and  only  eight  of  the  hip  ;  so  that,  you  see,  the 
proportion  is  very  much  the  same  in  different 
hospitals. 

As  to  the  method  by  which  a  dislocation  is  pro- 
duced there  has  been  a  great  deal  of  discussion. 


328  ON  DISLOCATION  OF  THE  FEMUR. 

I  do  not  know  that  the  point  is  absolutely  settled 
yet.    Mr.  Morris,  the  gentleman  I  have  before 
alluded  to,  wrote  a  paper  in  the  Medico-Cldmr- 
fjical  Transactions  of  the  year  1878,  in  which  he 
discussed  this  question  at  some  length,  and  gave 
the  result  of  some  experimental  inquiries  which  he 
had  made.    I  give  you  shortly  the  conclusions  he 
came  to.    The  capsule  of  the  hip  joint,  he  said, 
is,  as  we  know,  weakest  behind,  and,  possibly, 
below  ;  and  he  particularly  insisted  upon  the  fact 
that  the  perforation  was  always  at  the  loivcr  imrt 
hehincl ;  that  the  bone  then  slipped  up  upon  the 
dorsum  ilii ;  and  that  therefore  a  dislocation  on  to 
the  dorsum  ilii  is  what  is  called  a  secondaiy 
dislocation.    That  is  a  view  which  has  been  a 
good  deal  discussed ;  and  Mr.  Eve,  who  was  at 
that  time  Registrar  at  St.  Bartholomew's  Hospital, 
three  years  afterwards  published  a  case,  and  con- 
tradicted Mr.  Morris.     It  is  the  pleasant  way  we 
have,  that  one  surgeon  usually  contradicts  another. 
The  value  of  Mr.  Eve's  paper  particularly  is  that 
he  gives  drawings  from  actual  specimens,  which  I 
have  here,  and  which  even  at  a  distance  I  think 
you  can  see.    Of  course  in  these  cases  the  patients 
either  died  at  the  time  of  or  soon  after  the  injury, 
and  opportunity  has  been  taken  to  make  the  dis- 
section.   We  have  also  here  from  the  museum  of 
University  College  a  specimen  of  which  I  do  not 
know  the  history,  as  it  did  not  occur  in  my  wards. 
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In  it  you  see  the  liead  of  the  bone  •,  tlie  quadratus 
femoris;  tlie  obturator  externus  torn,  and  the 
obturator  internus  stretcbed  over  tbe  head.  It  is 
a  dislocation,  therefore,  "below  tbe  tendon."  If 
all  the  dislocations  take  place,  according  to  Mr. 
Morris's  suggestion,  through  the  lower  part  of  the 
capsule,  it  seems  odd  that  so  many  of  them  should 
find  their  way  afterwards  up  to  the  dorsum  ilii  ; 
but  the  fact  is  that  there  are  undoubtedly  many 
cases — and  I  believe  our  patient's  case  was  one  of 
them — where  the  dislocation  takes  place  directly 
backwards  through  the  posterior  part  of  the 
capsule,  of  course,  but  through  its  itpi^er  part, 
tears  through  some  fibres,  no  doubt,  of  the  gluteus 
medius  and  minimus,  and  comes  out  "  above  the 
tendon,"  as  Bigelow  would  call  it. 

This,  then,  was  a  case  of  dorsal  dislocation,  or 
dislocation  above  the  tendon ;  and  it  is  my  belief 
that  it  was  a  direct  dislocation.  Of  course,  for- 
tunately, we  have  had  no  opportunity  of  a  post- 
mortem examination,  and  we  shall  not  have  one. 
But  Mr.  Morris  would  argue.  True  it  was  a  dorsal 
dislocation ;  but  first  it  was  a  dislocation  back- 
wards below  the  tendon,  and  then,  as  a  result  of 
the  man  walking  about,  and  so  on,  the  head  of  the 
bone  was  pushed  up,  and  it  became  a  dorsal  dis- 
location. Well,  let  it  be  how  it  may,  there  is  no 
question  that  there  are  two  dorsal  dislocations 
which  we  have  to  recognise.     One  is  that  in 
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which  the  limb  is  inverted  and  very  considerably 
shortened,  the  toes  rest  on  the  instep,  and,  the 
trochanter  being  more  prominent  than  usual,  the 
head  of  the  bone  can  be  felt  on  the  dorsum  ilii,  as 
in  this  patient.  This  is  vrhat  Sir  Astley  Cooper 
called  the  dislocation  upwards,  or  the  dislocation  on 
the  dorsum  ilii.  It  is  now  the  fashion  to  call  it  the 
dislocation  above  the  obturator  tendon ;  but  it  is  the 
same  thing.  In  addition  we  have  the  second  form 
of  backiuard  dislocation,  where  the  limb  is  not 
much  shortened,  where  the  great  toe  rests  against 
the  opposite  great  toe ;  where  the  limb  is  more 
inverted  but  not  so  much  flexed,  and  where  the 
trochanter,  instead  of  being  prominent,  is  apt  to  be 
depressed ;  and  therefore  we  have  narrowing  in- 
stead of  widening  of  the  pelvis.  In  addition,  in 
the  sciatic  dislocation  there  is  usually  a  good  deal 
of  pain  down  the  limb  from  pressure  on  the  sciatic 
nerve. 

To  finish  the  subject,  although  we  have  not  a 
case  at  j)resent,  I  would  remind  you  of  the  other 
two  forms  of  forward  dislocation — forward  and 
downwards  into  the  obturator  foramen,  where  the 
patient's  limb  is  advanced  and  his  body  flexed ; 
and,  the  rarest  of  all,  the  dislocation  on  to  tJie 
pules,  where  the  limb  is  abducted  and  everted, 
and  you  feel  the  bone  actually  on  the  pubes  close 
to  the  pectineus  muscle. 

We  will  go  back  for  one  moment  to  the  anatomy 
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of  the  hip-joint ;  and  I  have  here  a  preparation  to 
show  the  capsule.  Here  we  have  the  posterior 
and  lower  part  of  the  capsule,  which  is  the  thinner 
part ;  there  we  have  the  anterior  part  of  the  cap- 
sule, which  is  very  much  thicker,  and  remember 
that  it  has  in  front  of  it  the  great  psoas  and  iliacus 
muscles  supporting  it ;  and  it  is  this  part  on  which 
Bigelow  has  laid  so  much  stress,  and  which  he  has 
called  by  a  separate  name,  viz.,  the  inverted 
Y-ligament.  I  have  Bigelow's  book  here,  and  will 
show  you  his  own  diagram,  which  no  doubt  is  per- 
fectly familiar  to  you  all,  as  it  has  been  copied  into 
other  books.  It  shows  very  prettily  the  two  por- 
tions of  the  anterior  part  of  the  capsule,  which  is 
dignified  by  the  name  of  the  Y-ligament.  We 
have  in  all  anatomical  books  for  years  described 
an  ilio-femoral  ligament,  and  we  have  here  another 
slip  of  it  which  really  does  not  always  exist.  It  is 
an  exaggeration  to  say  that  in  all  cases  you  can 
make  out  a  ligament  like  that,  though  you  can  in 
favourable  subjects.  However,  the  main  point  is 
this,  that  the  anterior  part  of  the  capsular  ligament 
is  the  strong  part,  the  posterior  part  is  the  loose 
and  weak  part ;  and,  whenever  a  dislocation  hap- 
pens, the  head  of  the  femur  passes  much  more 
frequently  through  the  posterior  part,  indeed  some 
people  go  so  far  as  to  doubt  if  it  ever  comes 
through  the  front.  Remember,  too,  that  we  have 
the  ligamentum  teres  inside  attached  to  the  bottom 


332  ON  DISLOCATION  OF  THE  FEMUR. 

of  the  acetabular  cavity  and  to  the  head  of  the 
femur.  Deepening  the  cavity  we  have  the  cotyloid 
ligament  which  maintains  the  head  of  the  bone  in 
the  socket. 

How  then  does  the  dislocation  occur  ?  (I  am 
speaking  now  only  of  the  dorsal  dislocation.)  Mr. 
Morris,  in  the  paper  to  which  I  have  already  re- 
ferred, holds  very  strongly  that  it  always  occurs 
in  the  position  of  abduction  of  the  thigh.  He  says 
that  if  you  have  the  limb  abducted,  a  very  little 
force  will  drive  the  head  of  the  bone  through  the 
lower  and  posterior  part  of  the  capsule  (the  weak 
part),  and  that  then  being  once  dislocated  it  may 
be  pushed  up  to  any  point,  either  lodging  in  the 
sacro-sciatic  foramen,  or  coming  up  on  to  the 
dorsum  ilii.  Now,  I  have  seen  a  good  many 
experiments  made  at  different  times  on  this  point, 
and  I  must  say  I  am  not  at  all  convinced  of  the 
truth  of  that  statement.  If  in  the  dissecting  room 
or  post-mortem  room  you  want  to  dislocate  the 
femur,  the  simplest  way  is  to  cross  the  thigh  well 
over  to  the  opposite  side,  which  drives  the  head  of 
the  bone  a  little  bit  out,  and  then  forcibly  to  jerk 
it,  when  out  it  comes.  I  have  done  this  and  seen 
it  done  many  times,  and  I  have  not  the  slightest 
doubt  that  that  is  how  the  accident  generally 
happens.  Think  for  a  moment.  When  the  limb 
is  well  adducted  and  crossed  over  the  opposite 
limb,  already  the  head  of  the  bone  is  a  little  bit 
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out  of  the  socket.  A  violent  jerk  breaks  the 
liaramentum  teres,  drives  the  head  of  the  bone 
either  through  the  capsule  or  tears  away  the 
capsule  sufficiently  to  let  it  out,  and  there  is  the 
dislocation  produced. 

Now  comes  the  question  of  reduction.  This 
accident  had  happened  fifteen  weeks  before  the 
man  came  here.  105  days  had  elapsed — in  fact, 
the  reduction  took  place  on  the  io6th  day.  That 
is  a  long  time  for  a  bone  to  be  out  of  its  socket, 
and  yet  to  be  got  back.  But  on  looking  up  the 
literature  of  the  subject  I  find  there  are  cases  of 
longer  standing  than  that.  There  are  cases  on 
record — and  I  believe  true  ones — where  even  a 
year  has  elapsed  and  yet  reduction  has  taken 
place.  Finding  that  it  was  not  quite  a  third  of  a 
year,  I  thought  I  might  very  well  venture  to  try 
in  this  case,  and  we  were  successful.  I  think  all 
surgeons  in  the  present  day  are  agreed  that  the 
manipulation  treatment  is  better  than  the  exten- 
sion. Bigelow,  who  investigated  the  subject 
extensively,  and  whose  book  I  have  just  shown 
you,  has  strong  views  upon  it,  and,  I  think,  cori'ect 
ones.  His  view  is  this  :  that  what  you  want  to  do 
is  to  flex  the  limb  and  to  adduct  it  with  the  object 
of  relaxing,  in  the  first  place,  the  strong  Y-liga- 
ment ;  then,  having  done  this,  that  you  should 
lift  up  the  limb,  bringing  it  upwards  to  a  right 
angle  with  the  abdomen,  then  circumducting  it 
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outwards  you  bring  it  down  so  as  to  get  the  head 
of  the  bone  into  the  socket. 

I  had  a  good  many  difficulties  to  contend  with 
last  Wednesday,  one  being  that  the  limb  was 
fixed  in  its  new  position.  I  did  not  know  exactly 
what  the  condition  of  things  might  be,  but 
evidently  there  was  a  beginning  of  something  like 
a  new  joint ;  and  I  had,  therefore,  to  work  very 
hard  at  first  to  break  down  the.  adhesions,  and  get 
the  limb  to  move  at  all.  However,  after  a  time, 
we  were  able  to  flex  it  and  adduct  it ;  then  to 
abduct  it  and  rotate  outwards  and  bring  the  limb 
down.  I  repeated  that  two  or  three  times,  but  I 
did  not  get  the  head  of  the  bone  in.  Mr.  Pollard 
helped  me,  and  we  were  getting,  apparently,  no 
nearer  success  when,  as  the  limb  was  everted, 
Mr.  Pollard  gave  it  a  slight  tilt  upwards  and  the 
head  of  the  bone  slipped  in,  and  is  now  in  its 
proper  position. 

The  theory  of  the  manipulation  treatment  is, 
that  the  ligament  being  the  fulcrum  and  the  femur 
the  lever,  you  should  adduct  and  flex  and  lift  up ; 
then  circumduct  outwards  and  bring  the  limb 
down  parallel  to  its  fellow  ;  and  if  you  are  lucky 
the  head  of  the  bone  will  slip  through  the  rent 
and  into  its  place.  Of  course,  after  fifteen  weeks, 
the  rent  must  have  somewhat  repaired  ;  and  it  is 
extremely  'probable,  therefore,  that  I  had  more 
difiiculty  in  that  way  because  of  the  repair;  but. 
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still  the  bone  went  in  with  such  an  audible  snap 
and  so  cleanly,  and  remains  so  thoroughly  in  its 
place,  that  I  feel  sure  there  is  no  fracture,  and 
that  the  head  of  the  bone  slipped  through  the 
capsule  into  its  proper  position. 

In  an  interval  of  trying  manipulation  I  thought 
I  would  give  a  demonstration  how  to  apply  ex- 
tension ;  so,  putting  a  wet  bandage  round  the 
lower  part  of  the  thigh,  and  over  that  a  skein  of 
worsted  made  up  into  a  clove-hitch,  with  my  foot 
against  the  man's  perinteum  in  order  to  get  a 
fulcrum,  I  pulled,  but  did  not  produce  the  least 
eflFect.  I  hardly  expected  I  should,  but  I  wanted 
to  show  you  how  the  thing  could  be  done. 

In  former  years  I  have  reduced  more  than  one 
recent  dislocation  of  the  femur  in  that  way  when 
the  parts  were  all  relaxed,  and  in  a  recent  case 
you  can  pull  well  down  and  the  bone  goes  in 
pretty  easily.  But  I  think  the  method  of  circum- 
duction is  better  on  every  ground  ;  still,  it  is  right 
to  warn  you  that  accidents  have  happened  with  it. 
In  an  elderly  patient  the  femur  has  broken,  and 
that  would  be  a  very  awkward  complication.  In 
this  case  I  was  careful  what  I  was  about.  I  felt  a 
certain  amount  of  giving  of  tissue ;  but  that  was 
merely  the  adhesions  between  the  head  of  the 
bone  and  the  dorsum  ilii.  I  was  careful  not  to 
put  on  too  much  force,  because  I  might  have 
broken  the  femur,  and,  no  doubt,  as  it  was,  I 
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necessarily  lacerated  some  of  the  muscles  of  the 
thigh,  and  possibly  tore  some  of  the  ligamentous 
structures  too.  However,  "  all's  well  that  ends 
well."  I  am  keeping  the  man  in  bed  with  a  long 
splint  on.  I  took  it  off  just  now  and  found  every- 
thing in  its  place,  and  I  have  no  doubt  he  will 
make  a  good  recovery. 

Just  a  word  or  two  about  the  other  form  of 
dislocation  into  the  sciatic  notch.  If  it  were  a  dis- 
location backwards  below  the  tendon,  the  head  of 
the  bone  would  lie  somewhere  about  the  sciatic 
notch,  although  not  necessarily  actually  in  the 
notch.  It  comes  back  and  presses  upon  the 
tissues  which  come  through  the  great  sciatic 
notch,  or  it  may  get  impinged  upon  the  spine  of 
the  ischium,  or  lodge  on  the  lesser  sciatic  notch. 
When  it  really  gets  into  the  sciatic  notch  there  is 
flattening  of  the  buttocks.  Another  diagnostic 
symptom,  useful  to  remember,  is  that  if  you  put 
your  finger  up  the  rectum  you  can  feel  the  head 
of  the  bone  actually  in  the  sacro-sciatic  notch.  In 
doubtful  cases,  therefore,  it  is  well  to  have  re- 
course to  that  method.  If  you  think  it  is  a  case 
of  sacro-sciatic  dislocation  the  method  of  re- 
duction will  be  exactly  the  same ;  you  would 
adduct,  flex,  lift  up,  abduct  and  rotate  outwards, 
and  then  bring  the  limb  down. 

So  much  for  these  two  kinds,  and  now  one  word, 
to  complete  the  subject,  about  the  other  two  forms 
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of  dislocation.  I  show  you  the  diagram  of  the 
dislocation  into  tlie  obturator  foramen,  with  the 
limb  advanced  and  the  body  somewhat  flesied ;  and, 
lastly,  that  of  dislocation  above  the  ftibcs^  with  the 
limb  everted  and  somewhat  flexed.  Now,  in  these 
two  dislocations  forward,  of  course  the  head  of  the 
bone  will  come  somewhat  in  the  position  that  is 
represented  there,  that  is  to  say,  it  will  slip  past 
the  Y-ligament  and  through  the  anterior  part  of 
the  capsule.  We  had  some  years  ago  in  Mr. 
Marshall's  ward  a  woman  who  had  fallen  from  the 
top  of  a  house,  and  dislocated  her  femur.  The 
limb  was  inverted,  and  attempts  were  made  before 
admission  to  reduce  the  dislocation.  (This  is  hei- 
account,  at  least.)  She  was  not  admitted  here  until 
the  sixth  day,  at  which  time  the  limb  was  everted 
and  two  inches  shoi't.  It  was  reduced.  In  1880 
we  had  a  case,  also  in  a  woman,  who  fell  60  feet. 
Her  limb  was  everted,  half  an  inch  short,  with  the 
head  of  the  bone  on  the  pubes.  The  dislocation 
was  reduced  by  rotation  inwards  and  flexion.  1 
mention  the  two  cases  because  they  are  of 
difl'erent  kinds.  Because  the  limb  was  everted  it 
did  not  show  that  the  earlier  one  was  a  dislocation 
on  to  the  pubes.  It  was  six  days  old  and  had 
been  well  pulled  about.  It  was  really  a  dorsal 
dislocation,  in  which  the  parts  had  been  so  torn  by 
the  treatment  before  she  came  in,  that  you  could 
move  the  limb  pretty  well  anywhere  you  liked. 
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But  the  case  in  1880  was  a  hona-fide  dislocation 
on  to  tlie  pubes,  in  a  young  woman  of  23.  I  saw 
it  with  Mr.  Marshall ;  and  it  is  the  only  case  of 
dislocation  on  to  the  pubes  I  have  ever  seen.  It 
is  so  rare  that  one  does  not  see  above  one  or  two 
in  the  course  of  a  life-time.  The  reduction  of 
these  two  dislocations  is  simple  enough  to  re- 
member. It  is  just  the  reverse  of  the  previous 
method.  In  the  case  of  the  dorsal  dislocations  we 
circumduct  outwards :  in  the  reduction  of  the  two 
forward  dislocations  we  circumduct  inwards.  The 
patient  is  put  on  his  back  in  exactly  the  same 
way,  the  limb  is  flexed,  and  then  it  is  circumducted 
inwards.  That  rotation  tends  to  bring  the  head 
of  the  bone  downwards  towards  the  acetabulum, 
and  with  a  little  traction  it  slips  into  its  place. 

The  Y-ligament  is  equally  important  in  both 
kinds,  and  it  is  very  important  that  you  should 
not  tear  that.  I  have  known  such  force  used  that 
the  ligament  was  torn  through,  in  which  case  you 
get  that  curious  condition  in  which  you  can  put 
the  limb  in  any  position  you  please.  It  is  an  easy 
experiment  to  make  on  the  dead  body  in  a  thin 
subject. 

So  much,  gentlemen,  for  this  case.  I  think  I 
have  given  you  the  principal  points  about  it ;  and 
it  just  illustrates  the  importance  of  making  a 
diagnosis  immediately  after  an  accident,  and  that, 
even  if  a  mistake  is  made  at  the  time,  it  is  possible 
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to  repair  the  error  later  on.  This  man  I  have  no 
doubt  will  get  a  perfect  hip,  his  capsule  will  be 
quite  sufficient  to  keep  the  bone  in  position  ;  the 
ligamentum  teres  will  not  unite  in  all  probability, 
and  should  we  a  great  many  years  hence  have  the 
opportunity  of  examining  the  interior  of  the  joint, 
it  will  be  found  that  the  parts  are  smoothed  off 
there,  but  that  no  repair  has  taken  place  in  the 
interior  of  the  joint. 


ON 

A  CASE  OF  PYiEMIA. 


Gentlemen, — To-day  I  have  to  speak  to  you 
about  an  interesting  case  of  pyaemia,  which 
unfortunately  proved  fatal.  It  is  particularly 
interesting  because  you  so  seldom  see  cases  of 
pyaemia  nowadays.  In  my  student  days,  I  am 
sorry  to  say,  pyemia  was  the  curse  of  the  hospital, 
most  of  the  large  amputation  cases  dying  of 
pyaemia  a  week  or  ten  days  after  the  operation. 
But  now,  thanks  to  antiseptics,  and  to  the  greater 
care  which  is  taken  of  the  patients  generally,  cases 
of  pyasmia  are  extremely  rare,  and,  if  I  had  a  case 
of  pyasmia  originating  in  my  wards,  I  should  be 
inclined  to  inquire  of  my  house-surgeon  as  to  why 
the  case  had  gone  wrong.  I  beg  you  to  remark 
that  this  patient  was  admitted  into  the  hospital 
as  a  case  of  pysemia. 

Before  I  go  into  the  case  I  should  like  to  tell 
you  what  pyaemia  means,  and  I  will  read  you  what 
Burdon  Sanderson  says  in  his  lectures  on  the 
"  Infective  Processes  of  Disease  "  {British  Medical 
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Journal,  December  29tli,  1877): — "What  I  mean 
by  septicasmia  is  a  constitutional  disorder  of  limited 
duration,  produced  by  the  entrance  into  the  blood- 
stream of  a  certain  quantity  of  septic  material.  It 
must,  therefore,  be  regarded  not  so  much  as  a 
disease,  but  as  a  complication,  differing  from 
pyeemia  not  only  in  the  fact  that  it  has  no  neces- 
sary connection  with  any  local  process,  either 
primary  or  secondary,  but  also  in  the  important 
particular  that  it  has  no  development.    Pyaemia  is 
a  malignant  process  which  goes  on  and  on  to  its 
fatal  end ;  but  in  the  case  of  septicaemia,  inasmuch 
as  the  poison  which  produces  it  has  no  tendency 
to  multiply  in  the  organism,  there  is  no  reason 
why  the  morbid  process  should  not  come  to  an 
end  of  itself,  unless  either  the  original  dose  is 
fatal,  or  a  second  infection  takes  place  from  the 
same  or  another  source.    The  one  is  septic  intoxi- 
cation, due  to  the  absorption  of  chemical  products 
of  decomposition,  exceptionally  attended  by  local 
mischief ;  the  other  embraces  a  group  of  diseases 
of  which  one,  at  least,  is  due  to  the  multiplication 
in  the  system  of  a  pathogenic  organism,  and  in  all 
of  which  metastatic  inflammations  so  frequently 
occur  that  their  presence  is  held  to  stamp  the 
disorder  as  pyaemic,  even  when  no  evidence  of  a 
germ  can  be  found." 

The  case  which  we  have  to  consider  to-day  was 
one  of  pure  pyaemia.    A  married  woman,  24  years 
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of  age,  was  admitted  to  the  hospital  on  December 
28th,  1894.  On  November  i8th  the  patient  was 
confined  of  a  full-term  child  after  a  difficult  labour, 
with  instruments.  She  went  on  well  untU  about 
the  end  of  November,  when  she  noticed  that  her 
left  knee  was  slightly  swollen.  The  swelling  in- 
creased, and  the  knee  became  very  painful.  Her 
doctor  painted  it  with  iodine  and  applied  mercurial 
ointment,  but  as  the  knee  continued  to  get  larger 
he  advised  her  to  come  to  the  hospital. 

A  week  before  the  confinement  the  patient  had 
been  in  bed  with  what  was  said  to  be  influenza. 
The  temperature  went  up  shortly  after  the  con- 
finement, and  on  the  sixth  or  seventh  day  it  was 
decided  to  clear  out  the  uterus,  which  was  done 
on  the  ninth  day  by  curetting  it  and  syringing 
with  iodine  lotion.  The  discharge  was  not  offen- 
sive, but  a  small  piece  of  placenta  was  removed. 
The  next  day  the  temperature  stood  at  103° ;  on 
December  ist  it  fell  to  99.8° ;  the  next  morning  it 
rose  to  103.8°,  and  it  was  on  the  ist  of  December 
that  the  pain  appeared  in  the  knee.  Between  the 
2nd  and  i8th  of  December  the  temperature  varied, 
was  normal  on  three  occasions,  and  generally 
ranged  between  100°  and  102°.  The  first  child 
was  born  two  or  three  years  ago,  when  there  were 
no  instruments  used,  the  delivery  being  easy. 
The  patient  had  a  miscarriage  at  two  or  three 
months  in  November  1893,  and  had  a  second 
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child  in  November  1894,  from  whicli  illness  the 
present  case  dates. 

When  she  was  admitted  to  the  hospital,  we 
found  a  yonng  woman,  well  developed,  but  rather 
pallid  and  of  a  yellowish  tint ;  she  was  in  bed,  and 
one  knee  was  enormously  swollen.    There  could 
be  no  question  that  the  knee  contained  fluid,  and 
from  the  history  of  the  case  I  was  quite  certain 
that  it  must  be  pus.    Accordingly,  we  gave  the 
patient  an  antesthetic,  and  made  a  free  incision  on 
each  side  of  the  affected  knee,  and  let  out  twenty- 
seven  ounces  of  pus.    Large  drainage-tubes  were 
inserted,  and  pushed  well  up  into  the  pouches  of 
the  joint.    The  joint  was  syringed  out  with  a 
weak  carbolic  lotion,  and   dressed  with  tarred 
oakum  pads.    So  far  as  the  knee  went,  nothing 
could  have  done  better.    It  was  syringed  out 
twice  a  day,  and  the  tubes  were  kept  in  for  some 
time,  and  then  removed.    Really,  so  far  as  we 
could  see,  everything  went  well  with  regard  to  the 
knee.    The  wounds  practically  healed,  and  when 
the  patient  died  the  continuity  of  the  joint  had 
been  quite  restored.   But  the  patient  never  rallied 
as  I  hoped  she  would  have  done.    The  best  proof 
is  the  temperature  table.    You  will  see  that  the 
temperature  at  the  operation  was  101°,  then  it 
dropped,  then  oscillated  for  the  next  day  or  two, 
after  which  it  rose  to  102°.    It  again  worked  up 
and  down,  and  on  the  3rd  of  January  it  reached 
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103.5°.  Against  that,  in  my  own  handwriting,  is 
the  note  "  Christmas-tree."  This  was  because  I 
thought  and  hoped  that  the  excitement  and  bustle 
in  the  ward  due  to  the  Christmas- tree  festivities 
might  have  sent  her  temperature  up.  But  the 
temperature  did  not  come  down ;  as  you  see,  it 
kept  up  to  between  102°  and  103°.  It  did  once 
drop  just  below  the  normal,  but  on  the  whole  it 
has  maintained  the  characteristic  rise  and  fall  of  a 
blood  disease.  And  here,  at  the  end,  when  the 
patient  was  much  weakened,  we  find  at  times  the 
temperature  falling  below  normal.  She  at  last 
died  on  February  4th,  having  been  in  the  hospital 
thirty-nine  days. 

You  have  all  seen  the  patient,  and  I  hope  you 
have  studied  her  appearance,  because  it  was  very 
characteristic.  Now,  cases  of  this  kind  are  almost 
hopeless  from  the  first — that  is  to  say,  if  they  are 
bo7id  fide  cases  of  pyeemia.  I  have  seen  cases  of 
pysemia  recover,  but  the  majority  are  almost  cer- 
tain to  die.  But  that  does  not  absolve  us  from 
the  necessity  of  trying  to  save  them  if  possible, 
and  the  way  to  save  them  is  to  evacuate  the  pus, 
and  to  take  the  strictest  precautions  to  keep  the 
patient's  wound  aseptic,  and  then  to  adopt  a 
stimulant  and  tonic  plan  of  treatment.  The  first 
time  I  saw  the  patient,  after  opening  the  knee  I 
ordered  her  to  have  5 -grain  doses  of  quinine, 
which  she  was  to  take  every  four  hours,  and  I  put 
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her  on  six  ounces  of  brandy  at  once.  In  giving 
brandy  you  should  not  give  it  by  tablespoonfuls, 
but  by  teaspoonfuls,  since  it  is  better  for  a  patient 
suffering  from  blood-poisoning  that  the  necessary 
stimulant  should  be  taken  in  small  but  repeated 
doses.  This  patient  had  two  teaspoonfuls  of 
brandy  every  hour  or  two  hours,  according  to  cir- 
cumstances. A  teaspoonful  of  brandy  every  hour 
for  twenty-four  hours  equals  three  ounces  diem, 
so  that  two  every  hour  make  six  ounces.  We  had 
afterwards  to  increase  the  amount  to  nine  ounces 
in  the  twenty-four  hours,  but  we  did  not  exceed 
that.  When  I  was  a  student,  the  late  Dr.  Todd 
was  promulgating  the  doctrine  that  stimulant 
treatment  was  the  treatment  for  all  acute  diseases 
and  in  some  ways,  no  doubt,  he  carried  his  views 
to  excess ;  but,  at  any  rate,  he  taught  surgeons 
that  brandy  or  some  form  of  stimulant  is  the 
medicine  in  cases  of  blood-poisoning.  I  am  quite 
sure  of  this,  that  I  have  seen  cases  which  have 
been  saved  by  stimulant  treatment,  particularly 
cases  of  septicaemia,  and  occasionally  a  case  of 
pygemia.  In  the  present  case  we  did  all  that  could 
be  done,  getting  her  to  take  all  the  nourishment 
she  could,  and  giving  her  stout  in  addition  to  help 
the  food  down. 

We  were  constantly  on  the  look-out  for  secondary 
abscesses.  I  had  her  lungs  carefully  examined  ;  I 
examined  her  abdomen,  and  found  she  had  a  large 
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liver.    But  it  was  not  till  we  were  in  the  post- 
mortem room  that  we  became  aware  that  there 
was  a  secondary  abscess  in  the  region  of  the 
shoulder.    Now  that  abscess,  I  am  quite  sure, 
must  have  formed  within  forty-eight  hours  of  her 
death.   If  it  had  been  formed  before,  I  am  certain 
it  would  have  been  noticed  by  the  nurses  or  the 
sister.    The  patient  was  in  a  state  of  coma  for 
sixty  hours  before  death,  and  it  is  nearly  certain 
that  the  abscess  formed  within  the  last  two  days 
of  the  patient's  life.    We  opened  the  abscess  in 
the  post-mortem  room,  and  found  that  it  contained 
about  six  ounces  of  thick  green  pus,  of  peculiar 
odour.  The  abscess  was  lying  beneath  the  deltoid, 
and  also  beneath  the  periosteum  of  the  humerus, 
the  bone  around  being  necrosed.    The  shoulder- 
joint  was  not  diseased,  as  the  abscess  was  outside 
it.    As  to  the  knee,  we  examined  it,  and  found, 
on  turning  back  the  skin,  that  there  was  a  small 
collection  of  matter  on  the  inner  side,  below  the 
joint  which  had  been  laid  open.   This  abscess  was 
in  the  tissues  which  had  not  been  interfered  with 
by  the  two  incisions  at  the  operation.    When  we 
came  to  open  the  knee-joint  we  found  it  as  healthy 
as  could  be.    My  fingers  had  been  in  the  joint, 
my  house-surgeon  had  his  fingers  in  the  joint, 
and  we  had  drainage  tubes  in  it,  yet,  notwith- 
standing all  that,  there  was  not  the  slightest 
change  in  the  synovial  membrane  or  in  the  carti- 
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lages — in  fact,  there  was  really  nothing  the  matter 
with  the  joint. 

We  went  on  to  see  if  there  was  any  trouble 
elsewhere.  The  liver  weighed  6  lbs.  4  ozs.,  and 
was  soft,  large,  and  pale ;  it  did  not  present  the 
appearance  of  a  hob-nail  liver,  and  yet  I  cannot 
help  thinking  it  was  connected,  in  some  sort  of 
way,  with  drink.  Taking  into  consideration  the 
state  of  the  liver  and  kidneys,  I  am  of  opinion 
that  the  woman  must  have  indulged  in  alcohol. 
We  then  found  that  the  spleen  was  enlarged,  and 
slightly  softer  than  normal.  The  pericardium 
contained  very  little  fluid,  and  the  heart  was 
normal.  The  right  lung  was  also  normal,  while 
the  left  showed  a  small  area  of  congestion  near 
the  base  at  the  back.    The  pleurae  were  healthy. 

Now  we  come  to  the  important  point  as  to  what 
was  found  in  the  pelvis.  The  uterus  measured 
2f  X  i|  inches,  and,  except  for  a  few  peritoneal 
web-like  adhesions  attached  to  the  posterior  sur- 
face, appeared  to  be  quite  healthy  externally.  On 
laying  the  uterus  open,  the  placenta  seemed  to 
have  been  attached  to  the  upper  part  of  the 
posterior  wall,  and  the  placental  site  appeared  to 
be  healthy.  On  section,  the  uterine  wall  appeared 
to  be  normal  for  the  period  after  delivery.  There 
were  no  thrombi  to  be  seen  in  the  venous  sinuses 
of  the  uterine  wall.  The  Fallopian  tubes  were 
normal.   The  left  ovary  contained  a  corpus  lutcmn, 
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I  inch  across.  The  ovaries  were  healthy.  There 
was  no  lesion  of  the  vaginal  mucous  membrane, 
but  the  cervix  had  been  torn  bi-laterally.  I  think 
that  is  most  important.  It  seems  to  me  that  the 
mischief  must  have  spread  from  that,  rather  than 
from  the  patch  of  retained  placenta.  I  should 
imagine  that  little  bits  of  placenta  come  away 
without  much  harm  resulting  sometimes,  and  it 
really  appears  as  if  the  retained  portion  of  the 
placenta  was  not  the  source  of  the  evil,  as  the 
sinuses  of  the  uterus  were  perfectly  healthy.  The 
left  uterine  veins  were  thrombosed  in  the  broad 
ligament,  and  contained  broken-down  clot.  A 
similar  clot  was  present  in  the  internal  iliac, 
the  common  iliac,  external  iliac,  and  femoral  veins, 
as  far  as  the  middle  of  the  thigh.  Their  contents 
were  more  purulent  than  those  of  the  uterine  veins. 
There  was  slight  thickening  of  the  tissues  in  the 
pelvic  wall,  round  the  left  internal  iliac  vein. 

Although,  therefore,  this  patient  survived  her 
confinement  from  November  i8th  till  February 
4th,  the  mischief  was  entirely  connected  with  the 
delivery,  and  she  died  from  thrombosis  of  the 
veins  and  from  pyaemia — the  result  of  the  breaking 
down  of  these  clots.  In  this  preparation  from  the 
museum  you  see  veins  from  a  leg  with  thrombosis 
and  phlebitis.  The  patient  died  from  erysipelas 
and  pyaemia  after  amputation  of  the  great  toe. 
Remember  that  the  mere  formation  of  thrombi  in 
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a  vein  is  by  no  means  a  very  serious  thing.  We 
are  constantly  having  patients  with  thrombosis  of 
the  saphena  vein,  an  ordinary  case  of  varicose 
veins  in  which  thrombosis  may  occur  accidentally. 
These  get  perfectly  well,  because  the  clot  is  not 
septic,  but  a  septic  clot  is  sure  to  break  down,  and  a 
condition  of  pytemia  is  then  produced. 

Of  course  the  word  "pytemia"  is  a  misnomer. 
It  was  formerly  thought  that  pus  cells  could  be  seen 
in  the  blood.  The  early  microscopists  mistook 
the  ordinary  white  corpuscles  of  the  blood  for  pus 
cells,  and  it  was  said  that  pyaamia  could  be  detected 
by  seeing  the  cells  floating  in  the  blood.  We 
know  now  that  pus  does  not  circulate  in  the  blood  ; 
but  that  the  tendency  is  for  pus  to  be  secreted, 
owing  to  the  poisoning  of  the  blood  circulating 
through  the  body.  Especially  is  this  tendency 
most  marked  where  there  is  great  vascularity. 
You  therefore  expect  this  secondary  deposit  in  a 
large  joint,  and  the  knee-joint  is  one  of  the  largest. 
Next  to  the  knee-joint  it  may  be  found  most  com- 
monly in  the  shoulder,  and  very  commonly  we 
find  secondary  abscesses  in  the  liver ;  but  I  had 
this  liver  very  carefully  searched,  and  could  find 
nothing  of  the  sort.  So  also  in  the  spleen,  in  the 
lungs,  and  in  the  kidneys  these  abscesses  some- 
times occur,  but  there  was  no  evidence  of  that. 

I  have  been  speaking  till  now  of  fatal  cases  of 
pyasmia  ;  but  a  year  ago  we  had  in  this  hospital  a 
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case  somewhat  similar,  which,  however,  was  not 
fatal.  The  patient  was  a  young  woman  of  22, 
married.  She  had  never  had  any  illness  before, 
and  had  a  child  on  December  27th,  1893.  Four 
days  afterwards  she  noticed  that  her  hand  and 
arm  were  swollen  and  very  painful.  This  gradu- 
ally grew  worse  till  the  following  week,  when  an 
opening  was  made  in  her  wrist  by  her  doctor — I 
think  it  was  her  left  wrist — a  large  quantity  of 
pus  and  blood  was  drawn  off,  and  a  fomentation 
applied.  The  swelling  in  the  arm  subsided,  and 
the  patient  felt  a  good  deal  easier.  On  the  13th 
January,  1894,  the  patient  began  to  feel  some 
pain  in  the  right  hip,  which  prevented  her  walk- 
ing ;  it  was  swollen  and  very  tender.  She  had 
rigors  soon  after  she  had  noticed  the  swelling  of 
the  arm,  and  had  these  attacks  two  or  three  days 
before  the  incisions  were  made  in  the  wrist,  and 
they  lasted  the  entire  day.  She  was  admitted 
here  on  January  27th,  1894.  This  happened  to 
be  a  Wednesday,  and  I  did  not  see  her  until  the 
following  Friday,  the  29th.  When  I  saw  her,  the 
condition  was  that  of  a  fairly  well  nourished 
woman  of  22,  with  no  excess  of  subcutaneous  fat, 
the  face  was  rather  pale,  mucous  membranes  also 
pale.  On  admission  her  temperature  was  103°, 
which  fell  early  on  the  28th  January  to  100°.  It 
rose  in  the  evening,  however,  to  102 -4°,  and  on 
the  morning  of  the  29th  of  January  was  100-4°. 
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There  was  no  tenderness  on  deep  pressure  above 
the  pubes,  the  uterus  could  not  be  felt  through 
the  abdomen,  and  on  vaginal  examination  nothing 
could  be  felt  abnormal ;  the  breasts  were  typical 
of  lactation,  and  not  painful.    The  left  wrist  was 
swollen  and  tender,  and  there  were  two  sore 
places  covered  with  rather  pale  granulations,  one 
at  the  base  of  the  fii'st  metacarpal,  and  another 
an  inch  in  front  of  it.    The  anterior  sore  was  an 
inch  and  a  half  across  ;  the  posterior  sore  seemed 
to  lead  into  a  sinus,  from  which  turbid  fluid 
escaped  on  moving  the  hand.    A  probe  passed 
the  distance  of  one  inch  inwards,  and  touched  on 
bare  carious  bone.    The  right  hip  was  very  pain- 
ful and  tender,  and  was  most  comfortable  when 
extended  and  inverted.    It  could  be  flexed,  but 
movement  of  the  joint  was  painful,  though  not 
severely  so,  and  the  joint  was  by  no  means  fixed. 
Jarring  the  head  of  the  femur  against  the  aceta- 
bulum did  not  cause  pain,  and  there  was  no 
grating  in  the  joint.    The  front  of  the  joint  was 
slightly  tender,  but  was  not  swollen.    The  gap 
between  the  ischial  tuberosity  and  the  great  tro- 
chanter was  filled  up  by  an  extremely  tender 
swelling,  in  which  fluctuation  could  be  obtained. 

Here  was  a  case  with  a  history  of  a  confinement, 
with  an  abscess  in  the  left  wrist,  and  an  abscess 
in  the  right  hip,  and  when  I  saw  the  patient  her 
condition  was  very   serious.    Her  temperature 
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was  then  up  to  103°,  and  altogether  she  was  ex- 
ceedingly ill.  It  became  a  nice  question — Was 
that  matter  in  connection  with  her  hip-joint  or 
not  ?  I  concluded  that  it  was  not  in  direct  com- 
munication with  the  joint,  but  was  outside  it.  In 
arriving  at  this  conclusion  I,  in  the  first  place, 
went  by  the  movements  of  the  hip,  and  in  the 
second  place  by  the  inversion  of  the  thigh.  If 
the  joint  was  full  of  matter,  I  should  have 
expected  to  find  it  everted  ;  but,  on  the  contraiy, 
it  was  inverted,  and  there  was  also  the  soft  swell- 
ing between  the  ischial  tuberosity  and  the  great 
trochanter.  So  I  had  the  patient  brought  down 
into  the  theatre,  an  auEesthetic  was  given,  and  I 
punctured  with  a  large  aspirator  needle  and  found 
that  I  got  matter.  Thereupon  I  made  a  free 
incision  and  introduced  my  finger,  and  although 
the  matter  was  under  the  glutei  muscles  the  joint 
itself  was  not  involved,  and  I  carefully  abstained 
from  opening  into  it.  Then  I  turned  my  atten- 
tion to  the  wrist.  I  found  the  scaphoid  bone  was 
loose  and  carious,  and  I  therefore  took  it  out,  but 
the  other  carpal  bones  were  left.  I  had  the  hand 
put  up  on  a  back  splint  with  the  fingers  extended, 
and  I  hoped  the  result  would  be  a  useful  hand. 
As  regards  the  buttock,  after  gently  scraping  the 
cavity  with  a  sharp  spoon,  and  thoroughly  syringing 
out  with  carbolic  lotion,  a  large  drainage  tube  was 
put  in.    We  then  pursued  the  same  treatment 
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internally  as  in  the  other  case — five  grains  of 
quinine,  with  thirty  minims  of  dilute  hydrobromic 
acid,  in  an  ounce  of  water.  This  was  at  first 
ordered  three  times  a  day,  and  then  I  find  I 
altered  it  myself  to  every  eight  hours.  I  did  that 
because  when  you  give  quinine  in  large  doses  you 
want  the  doses  distributed  over  the  whole  twenty- 
four  hours,  and  that  is  an  important  point.  I 
also  gave  her  four  ounces  of  brandy  per  diem. 
That  woman  recovered ;  she  got  perfectly  well, 
and  went  out.  The  abscess  at  the  hip  closed  and 
filled  up,  and  the  abscess  at  the  wrist  closed  also. 
Although  she  had  some  little  deformity  and  slight 
stiffness,  she  went  out  perfectly  able  to  walk  and 
in  very  good  health,  after  being  in  the  hospital 
fifty-two  days.  So  you  see  it  is  possible  for  a 
patient  to  recover,  even  after  pytemia,  though  of 
course  a  good  deal  depends  on  the  previous  con- 
dition of  the  individual. 

Let  me  give  here,  in  illustration,  another  little 
extract  from  the  article  on  pyemia  : — "  It  is  even 
probable,  as  showing  the  influence  of  these  pre- 
disposing causes,  that  the  tissues  of  the  human 
body,  so  long  as  they  are  healthy,  possess  the 
power  of  resisting  the  action  of  these  germs — 
perhaps  even  of  destroying  them.  Burden  San- 
iderson  has  shown,  with  regard  to  bacteria  produc- 
'  ing  the  poison  of  septic  intoxication,  that  even  if 
they  do  enter  they  have  no  effect  on  the  healthy 
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organism;  and  this  principle  may  have  a  much 
wider  range  of  application,  serving,  for  example, 
to  explain  the  susceptibility  to  scarlatina  of 
patients  suffering  from  traumatic  fever."  Let  me 
here  say  that  neither  of  these  women  was  in  per- 
fect health — they  had  both  gone  through  the 
perils  of  childbirth,  and  were  therefore  predis- 
posed to  the  attack  of  an  unhealthy  action.  We 
all  know,  or  ought  to  know,  that  puerperal  women 
are  especially  liable  to  an  attack  of  any  disease 
which  is  near  them,  and  it  is  for  that  reason  we 
exercise  such  great  care.  No  man  is  justified  in 
going  to  a  puerperal  woman's  bedside  after  having 
seen  recently  any  infectious  case ;  the  disease 
would  probably  be  taken,  and  the  patient  would 
be  sure  to  do  badly. 

Let  me  say  one  word  with  regard  to  these  cases, 
whether  they  be  of  septicaamia  or  pyaemia,  you 
cannot  go  wi-ong  if  you  use  vigorously  supporting 
and  stimulating  treatment.  The  younger  genera- 
tion of  medical  men  does  not  appear  to  be  always 
clear  on  this  point.  Some  years  ago  I  was  called 
to  see  a  gentleman  who  had  clearly  got  pyjemia 
or  septicaemia,  and  I  was  inclined  to  believe  it 
septicEemia.  When  I  met  the  doctor  I  asked 
what  the  case  was.  He  said,  "  a  bad  case  of  sep- 
ticaemia, and  I  am  afraid  he  will  die."  I  saw  the 
patient,  and  I  also  was  afraid  he  would  die.  I 
asked  the  doctor  what  he  had  been  doing  for  him, 
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to  which  he  replied:  "  I  am  giving  him  one  grain 
of  carbolic  acid  three  times  a  day."  I  did  not  say 
anything,  it  would  have  been  of  no  use ;  the 
medical  man  evidently  had  not  grasped  the  situa- 
tion. I  only  said  it  was  very  good  treatment  so 
far  as  it  went,  and  added,  "If  yoa  will  get  home 
as  soon  as  you  can  and  send  a  messenger  over 
with  some  five-grain  powders  of  quinine,  I  will,  in 
the  meantime,  get  up  some  champagne  from  the 
cellar  and  see  what  we  can  do."  Now,  here  was 
a  rich  man,  dangerously  ill,  with  any  amount  of 
stimulant  ready  to  hand,  and  yet  he  had  never 
been  offered  any.  Well,  I  got  up  the  champagne 
and  gave  some  to  my  patient,  at  the  same  time 
impressing  upon  his  wife  to  go  on  with  the  cham- 
pagne and  to  add  brandy  to  it,  giving  him  soup 
and  everything  nourishing.  But  the  end  of  it  was 
the  poor  fellow  died.  I  did  what  I  could  to  cover 
the  retreat,  but  it  was  not  of  much  use,  for  the 
friends  of  the  patient,  naturally  enough,  said,  "  It 
is  all  very  well,  you  may  say  what  you  like  ;  the 
doctor  may  have  done  all  that  he  could  according 
to  his  knowledge  and  power,  yet  it  is  perfectly 
obvious  that  Mr.  Heath  took  a  different  view,  as 
any  one  can  see  from  his  change  in  the  treatment." 
What  is  it  possible  for  any  one  to  say  in  a  case  like 
that  ?  Fortunately  the  thing  blew  over,  but  the 
fact  remains  that  the  patient's  life  was  probably 
lost  from  the  case  not  having  been  taken  in  time. 


356 


ON  A  CASE  OF  PYEMIA. 


In  the  case  of  the  woman  with  the  bad  knee, 
the  gentleman  who  attended  her  had  obviously 
not  recognised  what  was  the  matter  with  the 
knee.  You  can  see  this  from  his  having  used 
iodine  and  Scott's  dressing.  I  do  not  like  the  use 
of  iodine  myself,  and,  as  for  Scott's  dressing,  it  is 
a  remedy  useful  only  in  its  proper  place;  but 
where  you  have  an  acute  case,  with  fluid  in  the 
joint,  the  probability  is  that  there  is  pus,  and 
there  can  be  no  question  about  the  treatment. 
You  will  have  noticed  that  in  the  second  case  I 
used  an  aspirator  needle,  though  I  was  sure  there 
was  matter  there.  I  should  strongly  advise  you, 
before  you  lay  open  a  joint,  to  use  an  aspirator 
needle,  to  make  quite  sure  it  is  matter  before 
making  a  free  incision.  In  aspirating  use  a  large 
needle.  I  was  once  myself  unintentionally  misled 
by  a  practitioner  over  a  case  of  perityphlitis.  He 
assured  me  that  he  had  aspirated  and  found  pus, 
but  when  I  made  an  incision  there  was  none. 
The  mistake  arose  from  the  practitioner  using  a 
hypodermic  needle.  This  had  been  carefully 
cleansed  with  carbolic  lotion,  and  serous  fluid 
passing  through  a  small  needle  recently  cleansed 
with  carbolic  gives  an  appearance  very  like  pus, 
and  probably  led  to  the  mistake.  The  proper 
treatment  is  to  open  freely  every  abscess  in  a 
case  of  pytemia  as  soon  as  it  is  formed.  I  regret 
we  did  not  know  of  the  abscess  in  this  poor 
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woman's  shoulder,  hi\t  there  is  no  doubt  it  formed 
very  late  in  her  life,  and  the  omission  made  no 
difference.  The  only  wonder  is  that  she  lived  as 
long  as  she  did.  More  could  not  have  been  done 
for  her,  as  the  case  was  hopeless  from  the 
beginning. 

It  is  worth  while  to  always  make  a  good  fight, 
however,  because  every  now  and  then  you  will 
succeed  in  pulling  a  patient  through,  although  I 
am  sorry  to  say  our  efforts  in  this  case  were  of 
no  avail. 


LATERAL  CURVATURE  OF  THE 
SPINE. 


Gentlemen, — We  have  in  the  wai-d  a  young  woman 
with  lateral  curvature  of  the  spine,  a  malady 
which  comes  under  notice  far  more  frequently 
in  private  than  in  hospital  practice.  We  are  often 
asked  by  anxious  mothers  if  there  is  anything 
wrong  with  their  children's  backs,  and  this  anxiety 
is  not  unnatural.  Few  backs  are  quite  straight, 
and  in  many  young  people  there  is  a  strong  ten- 
dency for  the  trunk  to  lose  its  habitual  equilibrium, 
and  for  the  spine  to  lose  its  perfect  straightness. 
We  meet  with  two  classes  of  lateral  curvature,  ac- 
cording as  the  curvature  begins  in  the  the  dorsal 
or  in  the  lumbar  region.  A  comraon  instance  of 
the  first  class  is  in  a  girl,  say  of  i6;  the  dress- 
maker says  :  "  Your  shoulder  is  growing  out,"  and 
in  most  cases  it  is  the  right  blade-bone  which 
is  more  prominent  than  the  left.  The  mother  is 
alarmed,  and  at  ouce  takes  her  daughter  to  her 
doctor  for  examination. 

Now,  you  can  examine  a  girl's  spine  without 
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any  unpleasant  exposure,  if  the  clothes  are  pro- 
perly pinned  up  round  the  pelvis.  I  show  you 
here  a  diagram  of  the  back  of  a  healthy  woman. 
Note  that  under  normal  conditions  the  scapula 
above,  and  the  folds  of  the  buttocks  below,  are 
perfectly  level.  But  if  one  foot  is  placed  upon  a 
book  the  crest  of  the  ilium  is  raised,  the  pelvis  is 
sloping,  and  a  curve  is  produced  in  the  lumbar 
epine.  This  fact  is  important,  because  in  many 
of  these  cases  the  pelvis  is  not  straight,  one  leg 
being  a  little  longer  than  the  other.  Few  persons 
have  eyes  of  precisely  the  same  focus,  and  few 
have  legs  of  quite  the  same  length.  A  trifling 
illness  in  early  life,  with  pain  in  one  leg,  perhaps 
in  the  hip,  may  have  checked  the  growth  of  that 
limb.  The  effect  of  even  a  slight  difference  in 
length  is  to  cause  a  tilt  of  the  pelvis,  the  lower 
side  corresponding  to  the  shorter  leg. 

The  tilt  of  the  pelvis  accounts  for  the  lumbar 
curve,  but  it  only  accounts  for  the  dorsal  curve 
when  that  is  secondary  to  the  lumbar  curve,  and 
is  in  the  opposite  direction,  to  preserve  the  equi- 
librium of  the  trunk. 

There  is  another  class  of  cases,  however,  in 
which  the  dorsal  curve  comes  first.  A  curve  may 
begin  there  in  consequence  of  a  severe  attack  of 
pleurisy  or  from  an  empyema,  which  leads  to  u 
contraction  of  one  side  of  the  thorax ;  but  quite 
apart  from  this  we  have  curvature  beginning  in 
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the  dorsal  spine,  and  I  believe  the  correct  explan- 
ation is  that  which  has  been  given  by  Mr.  Barwell. 
The  serratus  magnus,  which  determines  the  fixa- 
tion of  the  scapula  in  the  movements  of  the  arm, 
tends  to  pull  the  ribs  into  an  abnormal  position  if 
more  work  is  thrown  on  one  side  than  on  the 
other.  The  connection  of  the  ribs  with  the 
vertebrae  causes  the  action  of  the  serratus  on  the 
ribs  to  produce  a  rotation  of  the  vertebrae  on  their 
vertical  axes.  The  altered  position  of  the  ribs 
involves  an  undue  prominence  of  the  scapula  on 
that  side,  and  then  the  girl's  shoulder  is  said  to 
grow  out.    But  other  causes  are  often  in  operation. 

Habitual  muscular  action  is  often  influential, 
and  many  young  girls  have  more  work  put  upon 
them  than  they  can  stand.  Among  the  poor  they 
are  set  to  carry  children  almost  as  big  as  them- 
selves, and  in  the  middle  and  upper  classes  they 
are  made  to  practise  the  piano  for  hours,  or  to 
draw  or  to  write  with  arms  and  body  in  a  harmful 
position.  Especially  in  writing  at  a  flat  table  the 
elbow  is  fixed,  and  there  is  a  strain  on  the  scapula 
which  the  serratus  magnus  opposes  by  pulling  on 
the  ribs,  and  the  effect  is  to  cause  a  gradual 
rotation  of  the  vertebree.  This  result  is  slowly 
produced,  but  habitual  posture  in  the  course  of 
months  has  a  powerful  effect.  The  ribs  are  drawn 
backwards  and  the  scapula  stands  out.  This 
theory  of  the  influence  of  the  serratus  uiagnus 
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may  not  be  all  the  truth,  but  after  thinking  the 
the  matter  well  over  I  am  convinced  that  it  is 
true,  and  it  is  especially  confirmed  by  the  place  at 
which  this  dorsal  curve  begins. 

On  looking  at  the  patient  before  you,  you  see 
how  the  scapula  projects,  and  you  can  notice  that 
it  is  due  to  the  backward  prominence  of  the  ribs 
under  it.  When  the  patient  folds  her  arms  and 
stoops  forwards  you  see  the  curve  in  the  dorsal 
spiae.  We  can  only  perceive  it  by  the  spinous 
processes ;  the  transverse  processes  are  concealed 
beneath  the  muscles,  or  they  would  show  us  the 
rotation  of  the  vertebrte  on  which  the  curvature 
depends.  There  is  in  this  case  a  history  of  a 
chest  illness  in  early  childhood,  which  was  pro- 
bably an  attack  of  pleurisy,  determining  a  change 
in  the  position  of  the  ribs,  until  you  now  see  the 
ultimate  consequence. 

In  another  patient  I  show  you  there  is  such  a 
curve  in  the  lumbar  spine  as  to  bring  the  last  rib 
on  one  side  almost  to  the  edge  of  the  pelvis,  so 
that  I  can  hardly  get  my  finger  in  between  them. 
The  pelvis  is  not  level,  and  if  I  mark  with  chalk 
the  position  of  the  spine  you  will  see  the  curve. 
I  put  a  book  under  the  foot  of  the  patient  on  the 
lower  side,  and  the  deformity  partly  disappears. 

It  is  important  to  measure  the  legs  in  these 
cases,  but  a  little  tact  is  wise,  and  it  can  be  done 
effectually  without  unpleasant  exposure.    If  you 


362     ON  LATERAL  CURVATUEE  OF  THE  SPINE, 


try  to  measure  the  legs  with  a  tape  you  are  very 
likely  to  be  misled,  but  make  the  girl  lie  flat  on 
the  floor  and  draw  up  her  legs  by  bending  her 
knees.  If  one  knee  is  lower  than  the  other,  the 
feet  being  even,  that  leg  is  shorter  than  the  other. 
But  a  still  better  test  is  to  observe  the  pelvis  and 
lower  part  of  the  back  when  the  patient  is  standing 
and  the  feet  together. 

I  am  sorry  to  say  that  lateral  cui-vature  of  the 
spine  has  been  the  cause  of  a  system  of  practice 
which  is  a  disgrace  to  our  profession.  I  show  you 
some  of  the  apparatus  such  as  I  have  again  and 
again  taken  off  the  backs  of  girls  whose  spines 
were  perfectly  straight. 

I  remember  two  sisters  being  brought  to  me 
fitted  with  new  instruments.  I  had  the  supports 
taken  off  and  examined  one  girl's  back,  and  said : 
"  She  has  certainly  a  slight  curvature.  I  do  not 
prefer  the  instrument  she  has,  but  it  is  a  well- 
recognised  method."  And  then  I  examined  the 
second  girl's  back,  and  found  that  her  back  was 
perfectly  straight ;  there  was  nothing  the  matter 
with  it.  "Well,"  I  said  to  her,  "your  back  is 
quite  straight."  "  Oh,  yes,"  she  said,  "  I  know  it 
is,  but  the  doctor  said  if  I  did  not  wear  the  appa- 
ratus it  would  soon  be  like  my  sister's ! " 

These  spinal  supports  are  made  with  the  idea 
that,  when  you  lift  the  girl  up  and  hold  her  up 
with  your  hands,  you  straighten  the  back,  and 
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these  machines  are  intended  to  do  this ;  but  you 
must  remember  that  you  are  standing  away  from 
the  girl,  and  it  is  another  thing  when  you  put  an 
instrument  upon  the  actual  patient  herself,  and  ex- 
pect that  to  do  what  you  have  done  from  quite  a 
separate  base.    Then  you  see  cog-wheels  to  in- 
crease the  pressure  on  the  ribs,  and  there  are 
crutches  to  support  the  arms.    The  gentleman 
who  orders  the  instrument  keeps  the  key.  The 
mother  and  daughter  have  to  go  to  him  once  a 
week  in  order  that  the  instrument  may  be  screwed 
up  and  adjusted,  but  a  few  turns  reach  the  end  of 
the  adjustment,  and  then  it  is  necessary  for  him 
to  unscrew  it  and  begin  afresh.    It  is  a  monstrous 
thing,  and,  as  far  as  I  have  seen,  no  good  results 
from  it,  or  can  result  from  it,  except  to  the  pocket 
of  the  gentleman  who  ordered  it  and  the  instru- 
ment-maker who  made  it.    There  are  a  few,  a 
very  few,  cases  in  which  a  support  of  this  kind, 
with  crutches  under  the  arms,  may  be  of  use,  but 
as  a  rule  it  is  harmful. 

I  do  not  say  that  I  never  order  apparatus,  but 
when  there  is  a  primary  curve  in  the  lumbar 
region  all  that  is  really  necessary  is  to  rectify  the 
shortness  of  one  leg,  which  is  the  common  cause, 
by  a  compensating  boot.  But  I  do  not  compen- 
sate by  adding  to  the  boot  for  the  shorter  leg. 
If,  for  instance,  the  left  is  half  an  inch  shorter 
than  the  other,  the  bootmaker  should  take  a  cor- 
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responding  amount  from  the  heel  of  the  right 
boot.  Remember  that  to  get  such  a  thing  done 
properly  you  must  take  the  trouble  to  write  down 
the  precise  instructions  as  to  what  is  to  be  done. 
The  object  is  to  get  the  pelvis  straight  by  raising 
one  leg  or  by  lowering  the  other.  It  is  better  to  first 
lessen  the  thickness  of  the  sole  of  the  boot  on  the 
longer  leg,  and  only  to  add  to  that  of  the  other  if 
the  first  is  insufiicient.  If  an  apparatus  is  needed 
it  should  be  worn  only  in  the  daytime,  and  be 
carefully  attended  to  so  that  it  does  not  make  the 
skin  sore  by  chafing. 

Some  apparatuses  are  simply  stays  with  sup- 
ports added  to  them ;  but  the  important  thing 
that  should  first  be  attended  to  in  such  cases  is  to 
see  that  a  girl  has  plenty  of  room  in  her  clothes. 
Make  a  girl  unbutton  her  dress  and  fill  her 
chest  by  a  deep  inspiration.  You  will  then 
often  find  two  inches  between  the  buttons  and 
the  button  holes.  When  the  dress  is  fastened  it 
is  impossible  for  her  to  fill  her  chest  with  air,  and 
the  first  thing  is  to  get  rid  of  this  hindrance  to 
expansion.  The  best  method  to  adopt  with  such 
cases,  in  order  to  secure  the  filling  of  the  chest 
with  air,  is  to  have  a  rope  put  up  in  some  con- 
venient place,  with  knots  on  it.  Let  the  girl,  with 
as  little  on  as  may  be,  try  to  climb  up  the  rope 
until  she  is  on  tiptoe,  then  take  three  deep  breaths 
and  let  herself  down  again  gradually,  aud  pre- 
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sently  repeat  the  proceeding  three  times.  I  am 
accustomed  to  write  the  directions  down  on  paper, 
and  make  her  keep  it  in  her  bedroom.  It  is  well 
to  write  these  things  down  with  every  formality, 
as  if  it  were  a  prescription.  The  patients  may 
not  carry  out  your  prescription,  but  they  are  more 
likely  to  do  so  if  you  go  through  the  formality. 

Next,  it  is  most  important  that  the  patient 
should  avoid  any  habit  tending  to  throw  work  on 
one  shoulder  more  than  on  the  other.    Too  much 
■  work  should  not  be  thrown  upon  the  muscles  of 
ithe  back.     In  piano  playing,   for   instance,  it 
is  well  that  the  back  should  have  a  firm  support 
behind  it,  and  when  children  play  the  piano  take 
I  care  that  the  feet  are  always  upon  a  stool  and  not 
I  dangling  down.    Take  care  also  that  all  writing 
;  and  drawmg  is  done  at  a  sloping  desk,  the  girl 
sitting  on  a  chair  that  is  not  too  high. 

With  regard  to  exercise  in  these  cases,  if  the 
•patient  can  ride  a  horse  or  a  pony  it  is  a  good 
I  thing,  but  a  girl  should  not  always  ride  with  the 
(Crutch  of  the  saddle  on  the  same  side.  Small  side 
:  saddles  are  made  for  children  with  a  crutch  that 
(can  be  shifted. 

Shall  the  girl  be  made  to  lie  down  or  not  ?  I 
1  believe  that  lying  down  is  not  of  the  slightest  use 
iin  these  cases.    The  practice  is  an  old  one,  and  it 
1  unquestionably  rests  the  muscles,  and  it  is  wise 
to  make  a  girl  lie  down  for  an  hour  after  a  ride  or 
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walk,  but  simply  to  rest  the  muscles,  and  not 
with  the  view  of  acting  on  the  spine. 

Such  is  the  general  treatment  of  these  cases.  As 
far  as  you  can,  avoid  special  stays.  There  are 
some  severe  cases  which  require  instrumental 
supports,  especially  cases  in  which  bony  deformity 
has  resulted  from  rickets;  but  you  should  assure 
the  parents  that  they  are  not  to  cure  the  disfigure- 
ment, but  simply  to  prevent  it  becoming  worse. 

Some  years  ago  I  served  on  a  committee  ap- 
pointed by  the  Clinical  Society  to  consider  the 
question  of  the  treatment  of  lateral  curvature  of 
the  spine,  and  I  will  read  to  you  some  of  the 
conclusions  we  came  to.* 

'■'Gases  without  Osseous  Deformity. — The  Com- 
mittee feel  that  while  gymnastic  exercises  prove 
very  useful  in  a  great  many  cases  of  pronounced 
lateral  curvature  by  improving  the  muscular 
power  and  relieving  pain,  yet  that  it  is  essentially 
in  cases  without  osseous  deformity,  and  when  the 
curvature  depends  on  flaccid  muscles,  relaxed  liga- 
ments, and  on  a  general  want  of  tone  of  the 
system,  that  this  plan  is  indicated,  and  most  likely 
to  prove  beneficial  and  even  curative.  Moreover, 
it  seems  not  improbable  that  the  use  of  mechanical 
supports  in  such  cases  tends  to  maintain  the  curva- 
ture by  preventing  or  limiting  voluntary  muscular 
action,  and  thus  withdrawing  from  the  muscles 
*  Clin.  Soc.  Trans.,  xxi. 
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their  natural  stimulus  to  action  and  healthy  tone. 
On  the  other  hand,  there  are  cases  of  lateral 
curvature  in  children  too  young  to  appreciate  the 
dangers  of  faulty  positions,  and  too  weakly  to 
keep  themselves  in  improved  positions  after 
drilling  without  some  extraneous  aid.  In  such 
cases  some  means  additional  to  exercises  may  be 
necessary  to  prevent  the  assumption  of  these 
faulty  positions. 

"  Ca^es  v-ith  Osseous  Deformity. — For  cases  in 
which  there  is  more  or  less  well-marked  osseous 
deformity  treatment  must  necessarily  vary  ac- 
cording to  the  special  needs  of  the  case,  a  cure  of 
the  deformity,  or  even  much  alleviation,  being 
quite  impossible.  In  many  of  these  cases  the 
patient  complains  of  pain,  which  pain  is  relieved 
by  the  use  of  a  well-adjusted  support,  a  fact  to 
which  the  Committee  can  testify  from  personal 
observation.  On  the  other  hand,  the  Committee 
have  seen  great  relief  to  pain  afforded  by  gymnastic 
exercises  without  the  use  of  mechanical  supports. 
It  seems  very  doubtful  whether  any  real  or  lasting 
improvement  is  procurable,  by  any  method  of 
treatment  whatever,  in  the  later  stages  of  such 
oases." 


ON 

STONE  IN  THE  BLADDER. 


Gentlemen, — On  Wednesday  you  saw  me  remove 
these  three  stones  from  the  bladder  of  a  patient 
aged  45.    He  was  admitted  into  the  hospital  from 
the  Out-patient  Department,  where  he  presented 
himself  complaining  of  pain  about  the  bladder  and 
trouble  generally  of  the  urinary  organs  ;  and  from 
the  symptoms  he  gave  Mr.  Drew  thought  it  right 
to  examine  his  bladder,  and,  on  sounding,  imme- 
diately detected  the  presence  of  a  stone,  and  sent 
him  into  the  ward.    I  proceeded  to  examine  his 
bladder  with  a  sound;  and!  then, without  difficulty, 
detected  a  good-sized  stone.    Under  these  con- 
ditions, and,  taking  into  consideration  the  fact 
that  his  urine  was  only  slightly  acid,  and  that  it 
was  very  cloudy,  with  a  good  deal  of  bladder 
irritation,  I  decided  on  performing  a  supra-pubic 
lithotomy  rather  than  lithotrity.    That  operation 
I  did  on  May  8th  quite  successfully ;  and  you 
have  just  seen  the  man—  five  days  later — lying  in 
bed  perfectly  well  and  practically  cured.    All  T 
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have  done  to-day  is  to  remove  the  tube  which  was 
introduced  at  the  time  of  the  operation. 

With  regard  to  the  symptoms  of  stone,  you  must 
remember  that  we  constantly  have  patients  coming 
here  who  think  they  have  stone  and  who  have  not. 
You  will  recollect  that  only  a  week  ago  I  sounded 
a  man  who  was  sent  here  under  the  impression 
that  he  was  suffering  from  stone  in  the  bladder, 
and  you  must  remember  that  every  one,  I  do  not 
care  who  it  is,  occasionally  makes  a  mistake  in 
overlooking  a  stone.  It  is  just  as  well,  however, 
not  to  be  too  cocksure  about  the  business,  and 
decide  as  to  the  absence  of  a  stone  on  one  exami- 
nation only ;  and  I  therefore  told  that  patient  to 
come  again,  that  I  might  examine  him  under 
chloroform,  so  as  to  make  quite  certain. 

Now  the  symptoms  of  stone  are  these  :  You 
find  in  the  first  place  that  the  patient  has  increased 
frequency  of  micturition,  and  further  that  the 
frequency  is  more  noticeable  by  day  than  during 
the  night,  which  is  just  the  reverse  of  what  occurs 
in  a  patient  with  an  enlarged  prostate.  A  prostatic 
case  is  always  worse  at  night,  and  gets  completely 
worn  out  by  his  rest  being  broken  through 
constantly  getting  up  during  the  night ;  while  on 
the  other  hand  a  stone  case,  once  in  bed  and  at 
rest,  gets  quite  comfortable  and  his  pain  leaves 
him,  but  if  he  has  to  be  about  in  the  daytime, 
and  especially  if  he   has  to   go   through  any 
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violent  exertion,  the  pain  naturally  comes  on 
severely. 

A  man  suffering  from  stone  in  the  bladder 
becomes  very  artful.  He  will  tell  you  that  he  can 
ride  in  a  tram  without  any  inconvenience,  but  that 
he  cannot  manage  an  omnibus  :  obviously  the  tram 
being  smoother  in  its  motion  makes  all  the 
difference.  He  knows,  too,  from  experience  that 
he  has  more  pain  when  he  empties  his  bladder, 
the  reason  being,  of  course,  that  the  empty  bladder 
comes  in  contact  with  the  calculus,  and  thus  pain 
is  produced,  which  is  referred  very  generally  to 
the  end  of  the  penis.  In  children  that  is  very 
marked,  and  you  see  that  a  child  will  pull  at  its 
penis,  and  sometimes  elongate  the  foreskin  very 
considerably,  from  the  irritation  arising  from  a 
stone  ;  and  you  will  find  every  now  and  then  that 
a  child  is  circumcised  under  the  impression  that  it 
is  suffering  from  an  elongated  foreskin,  while  it 
really  has  stone  in  the  bladder. 

After  that  the  nest  most  important  symptom  is 
the  occasional  j)assage  of  blood.  The  patient 
passes  every  now  and  then  a  little  blood,  and  more 
particularly  after  any  exertion.  Your  patient  will 
recognise  this  relation  of  blood  to  exertion,  and.  if 
a  hunting  man,  will  say  that  he  notices  if  he  has 
had  a  hard  run  that  the  bleeding  is  worse  than 
when  he  has  had  a  quiet  day. 

If  you  have,  then,  these  symptoms — increased 
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frequency  of  micturition,  pain  after  emptying  the 
bladder,  pain  at  the  end  of  the  penis,  and 
occasional  passage  of  blood — you  will  conclude 
that  the  patient  probably  has  a  stone,  and  you 
will  be  quite  justified  in  sounding  that  patient ; 
and  you  will  have  no  difficulty  in  touching  the 
stone  if  it  is  anything  of  a  size. 

Now,  you  may  remember  a  case  in  No.  I  Ward 
sent  up  to  me  last  winter  by  a  medical  man,  who 
said  he  thought  the  patient  had  stone  in  the 
bladder.  I  sounded  him  in  the  ward  and  could 
not  find  any  stone ;  still,  following  the  rule  to 
sound  a  second  time  under  chloroform,  I  had  him 
brought  into  the  theatre,  and  sounded  him  with  a 
lithotrite,  and  found,  rather  to  my  surprise,  that 
the  lithotrite  had  caught  a  small  stone,  which  I  at 
once  crushed  and  extracted.  It  was  so  small  that 
I  had  failed  to  detect  it  with  a  sound  ;  but  when 
the  stone  is  of  any  size,  such  as  these  three,  you 
can  have  but  little  difficulty  unless  there  is  an 
enlarged  prostate.  And  then  there  comes  in  this 
fallacy  :  The  surgeon,  in  the  case  of  an  enlarged 
prostate,  may  not  push  the  sound  completely  into 
the  bladder.  He  uses  the  sound  in  the  usual 
fashion,  rotating  it  in  the  prostatic  urethra,  and 
may  easily  fancy  that  there  is  no  stone  present ; 
but  if  he  pushed  the  sound  well  up  into  the 
bladder  he  would  find  the  stone.  You  should 
make  sure,  therefore,  that  you  have  pushed  the 
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sound  well  up  into  the  bladder,  and,  directly  the 
sound  has  entered,  turn  it  down  and  explore  behind 
the  prostate.  Then  comes  the  question,  Shall  you 
or  shall  you  not  have  some  water  in  the  bladder  ? 
Well,  you  ought  to  have  some,  and  I  take  it  that 
whatever  is  in  the  bladder  at  the  time  wUl 
probably  be  enough,  but  if  you  fail  to  detect  the 
stone  there  may  be  more  water  than  you  want,  so 
it  is  convenient  to  use  a  hollow  sound  to  enable 
you  to  draw  the  water  off,  and  as  you  do  so  you 
may  feel  the  stone  click  against  the  sound.  It  is 
possible,  of  course,  to  make  a  mistake.  It  has 
happened  that  growths  in  the  bladder,  which  are 
coated  with  phosphates,  have  been  mistaken  for 
stone.  It  is  said,  too,  that  in  the  case  of  children 
mistakes  may  arise  through  the  sound  striking  the 
pelvis.  In  this  particular  case  there  was  no 
question  at  all.  Here  was  a  man  of  45  years  of 
age  with  a  large  stone  in  his  bladder,  and  I  there- 
fore resolved  to  do  the  supra-pubic  operation. 


THE  SUPKA-PUBIC  OPERATION. 

This  operation  is  a  revival  of  a  very  old  pro- 
ceeding, an  operation  which  was  done,  so  far  as 
we  can  tell,  about  the  year  1560  by  a  French 
surgeon,  Pierre  Franco,  and  it  appears  to  have 
arisen  in  this  way  :  He  was  going  to  remove  a 
stone  by  the  perineal  operation,  but  found  that  it 
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was  so  large  that  lie  could  not  do  so  ;  and  then  he 
found  that  the  stone  could  be  easily  pushed  up 
above  the  pubes,  and  accordingly  he  cut  down  upon 
it  there  and  took  it  out  without  difficulty,  and  the 
patient  did  perfectly  well. 

Cheselden,  who  was  a  great  lithotomist  in  this 
country  about  the  year  1 700,  and  whose  bust  you 
may  see  at  St.  Thomas's  Hospital,  and  whose 
portrait,  when  you  are  fortunate  enough  to  get 
yoiir  diploma,  you  will  see  in  the  Council  Room 
at  the  College  of  Surgeons,  took  up  the  operation, 
and  then  seems  to  have  abandoned  it  in  favour 
of  the  lateral  perineal  operation.  Although  the 
operation  of  supra-pubic  lithotomy  was  occasionally 
performed  after  its  first  introduction,  for  the  last 
250  years  the  operation  has  practically  been 
disused.  What  brought  it  into  notice  again  was 
this :  that  a  British  anatomist,  Dr.  Garson,  drew 
attention  in  the  Ediiihurgh  Medical  Journal  for 
October  1878,  to  the  effect  on  the  bladder  of 
distending  the  rectum. 

Here  is  Dr.  Garson's  diagram  of  a  frozen  section 
of  the  bladder  and  rectum  in  their  natural  posi- 
tions, and  in  this  other  diagram  is  shown  the  efiect 
of  the  distension  of  both  viscera  :  the  front  of  the 
bladder  is  in  contact  with  the  anterior  wall  of  the 
abdomen,  and  you  will  notice  that  the  space 
between  the  peritoneum  and  the  top  of  the 
pubes  is  about        inch,  which  would  be  quite 
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sufficient  to  allow  of  a  supra-pubic  lithotomy  (Figs. 
24,  25). 

This  paper  did  not  attract  much  attention 
among  surgeons,  but,  two  years  afterwards, in  1880, 
Petersen,  a  Danish  surgeon,  of  Kiel,  quite  inde- 
pendently promulgated  the  notion  that  if  you 
distended  the  rectum,  and  at  the  same  time  the 
bladder,  you  would  get  the  effect  which  Dr.  Garson 
had  already  pointed  out.  So  Petersen  invented 
the  rectal  bag,  which  is  a  sausage-shaped  or  conical 
india-rubber  ball,  to  be  introduced  into  the  rectum 
and  distended  with  fluid,  and  the  bladder,  being 
also  filled,  is  raised,  and  the  peritoneum  is  thus 
pushed  np  out  of  the  way.  This  plan  gave  a 
great  impetus  to  the  operation,  and  it  has  been 
very  generally  employed  since  in  this  country  and 
in  other  countries,  and  with  very  great  success. 
But  you  may  have  noticed  that  I  did  not  use 
Petersen's  bag,  and  that  I  did  not  distend  the 
bladder  with  water,  but  that  I  preferred  distension 
with  air.  It  is  the  first  time  I  have  done  it,  and 
I  think  it  is  an  extremely  good  plan.  The 
suggestion  was  made  by  Bristowe  of  Brooklyn,  to 
Dr.  Keen  of  Philadelphia,  who  was,  I  believe,  the 
first  to  employ  air.  You  saw  that  I  put  a  catheter 
into  the  urethra,  and,  having  first  washed  out  the 
bladder  as  a  precautionary  measure,  I  then  emptied 
the  bladder  again  and  distended  it  with  air,  and 
purposely  left  the  catheter  still  in  so  that  I  could 


Fig.  24. 


Long-itudiual  soctioii  through  a  frozen  body  with  the  rectum  filled 
(naturally),  but  not  <li9ton(lod.  i.  Peritoneal  fold  passing  over  the 
bladder  from  tlie  abdominal  walls.  2.  The  bladder.  3.  Internal 
orifice  of  urethra.  4.  The  prostate.  5.  Dorsal  vein  of  penis.  6.  liul- 
bous  portion  of  urethra.  7.  Cowper's  glands.  8.  The  upper  end  of 
the  membranous  portion  of  the  urethra.  9.  Peritoneal  fold  forming 
Douglas's  pouch.    10.  Prostate. 
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put  more  air  in  if  necessary,  and  also  that  1  might 
use  the  catheter  to  raise  the  apex  of  the  bladder  if 
I  wanted  to  do  so.  Having  felt  that  the  bladder 
was  fairly  well  distended,  I  made  an  incision  im- 
mediately above  and  on  to  the  pubes  about  2I 
inches  in  length.  I  then  worked  in  carefully 
between  the  muscles,  and  having  exposed  the  fat 
and  cellular  tissue  I  came  on  the  bladder  with  my 
finger,  and  then,  in  order  to  keep  it  within  reach, 
I  passed  two  threads  with  a  curved  needle,  one  on 
each  side,  to  hold  the  bladder  in  position :  next  I 
scraped  a  little  on  to  the  muscular  fibres  of  the 
bladder,  taking  care  to  avoid  some  veins,  and  for 
this  I  used  a  little  ivory  instrument,  which  was  a 
suggestion  of  Sir  Henry  Thompson's.  I  was  then 
able  to  open  the  bladder  in  the  middle  line  without 
any  difficulty,  and  the  air  immediately  escaped. 

There  is  this  advantage  of  the  air  over  the  water 
distension,  that  the  air  escapes  easily  and  there  is 
no  mess.  There  is  also  another  consideration  :  if 
there  is  a  sudden  rush  of  water  it  may  wash  out 
with  it  a  small  calculus,  which  may  get  lost.  Now 
this  actually  occurred  to  an  eminent  surgeon,  a 
friend  of  mine,  who  in  the  presence  of  a  large 
class  opened  a  bladder  for  stone  and  no  stone 
could  be  found.  My  friend  was  quite  sure  that  he 
had  felt  the  stone  but  he  could  not  find  it,  and  he 
went  away  in  great  dudgeon ;  but  the  stone 
was  found  afterwards  in  the  blanket  of  the 


Fig.  2t; 


Longitudinal  section  throiigli  a  frozen  boily  witli  the  rectum  much 
istenilert  (artificially),  i.  Peritoneal  fold  passing  over  the  bladder 
rem  the  alKlominal  walls.  2.  The  bladder.  3.  Internal  orifice  of 
rothra.  4.  The  prostate.  5.  Dorsal  vein  of  penis.  6.  Bulboi.i 
ortion  of  urethra.  7.  Cowper's  glands.  8.  The  upper  end  of  the 
ncmbranous  portion  of  the  urethra.  9.  Peritoneal  fold  forming 
)o.iL'la8's  pouch.  10.  Prostate.  11.  Abscess  in  the  bulbous  portion 
r  urethra. 
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patient,  having  been  washed  out  in  the  rush  of 
water. 

Here  let  me  say  that  no  one,  however  eminent 
he  may  be,  is  justified  in  cutting  into  a  bladder 
for  stone  under  any  circumstances  whatever  with- 
out first  sounding  the  patient  at  the  time  of  the 
operation.  It  is  one  of  the  rules  of  surgery, 
which  ought  never  to  be  forgotten,  that  you  are 
bound  to  sound  the  patient  on  the  table.  It  is 
not  sufficient  to  have  sounded  the  patient  the  day 
before ;  it  must  be  done  at  the  moment  of  the 
operation.  It  occurred  once  to  Liston,  here  in 
this  theatre,  on  sounding  a  child's  bladder  not  to 
find  a  stone  ;  he  sent  the  child  away  to  bed,  and 
again  sounded  him  the  following  week,  and  found 
a  stone  easily  and  removed  it,  and  I  give  you  that 
as  an  example  of  what  ought  to  be  done.  I  have 
known  a  surgeon  cut  into  a  bladder  for  stone, 
being  contented  with  somebody  else  having  some 
days  before  sounded  the  patient,  and  in  that  par- 
ticular case  there  was  no  stone  in  the  bladder. 

In  regard  to  the  after-treatment  I  have  but 
little  to  say.  We  put  in  a  flanged  india-rubber 
tube,  and  we  fastened  a  sheet  of  oil-silk  beneath 
the  flange  and  attached  it  to  the  pubes  with 
plaster.  The  man  has  been  lying  perfectly  dry 
and  comfortable  in  bed,  the  urine  being  soaked  up 
by  moss  pads,  and  to-day  we  have  removed  the 
tube,  and  in  another  week  or  so  the  opening  will 


ON  STONE  IN  THE  BLADDEE. 


379 


be  closed  up.  The  patient  was  relieved  from  all 
pain,  and  has  eaten  and  slept  well  from  the  first. 

Then  with  regard  to  the  mechanical  part  of  the 
operation.    In  the   first   place,  you   may  have 
noticed  that  I  stood,  as  I  always  do,  on  the 
patient's  right  hand.    It  is  much  more  convenient 
when  you  sound  a  patient  to  stand  on  the  right ; 
taking  the  sound  in  your  left  hand  to  pass  it  along 
the  urethra,  and  then  into  your  right  hand  to 
enter  the  bladder  and  sound.    That  is  what  I  did 
with  the  silver  catheter  which  I  used  as  a  sound  ; 
then,  still  standing  on  the  right  side,  I  made  my 
incision  from  above  downwards,  and  I  found  no 
difficulty  in  slipping  over  my  finger  a  pair  of 
I  slightly  curved  forceps,  and  picking  out  the  three 
I  calculi  one  after  the  other.    The  largest  weighs 
:  247  grains,  the  next  93  grains,  and  the  smallest 
36  grains,  or  a  total  of  376  grains.    Now  it  is  not 
i  always  quite  so  easy  to  pick  stones  out  of  a  bladder, 
I  for  you  may  have  to  deal  with  a  very  rough 
(Calculus,  a  mulberry  stone,  which  maybe  partially 
J  adherent  to  the  coats  of  the  bladder,  or  again  you 
I  might  have  a  stone  which  has  become  encysted, 
Ithat  is  to  say,  where  the  stone  is  in  a  pouch  from 
iwhich  you  have  to  dislodge  it  with  a  scoop.    Or  it 
imay  happen  to  you,  as  it  did  to  me  once,  to  have 
sso  large  a  stone  to  remove  as  to  make  it  difficult 
tto  take  it  away.    Here  is  the  stone,  which  weighs 
mearly  1 1  ounces,  and  that  stone  I  took  out  of  the 
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bladder  of  a  patient  in  the  year  1890 — on  a  Sunday 
I  remember,  and  I  never  bad  such  a  sultry  after- 
noon's work  in  my  life. 

The  remarkable  thing  about  the  case  was  that 
the  patient  had  sufifered  from  urinary  symptoms 
all  his  hfe,  and  the  medical  man  who  called  me  in 
had  brought  him  into  the  world.  The  patient  had 
always  been  a  weakly  lad  and  troubled  with  his 
waterworks,  and  yet  for  over  thirty  years,  with 
these  symptoms  continually  present,  the  patient 
had  never  been  sounded.  The  probability  is  that 
the  stone  was  there  very  early  in  the  patient's 
life — possibly  at  birth  even,  for  such  a  thing  no 
doubt  does  occur.  Immediately  after  the  opera- 
tion the  patient  did  fairly  well ;  but  he  only  lived 
for  three  weeks,  gradually  sinking,  worn  out  with 
kidney  disease. 

So  much  then  for  the  operation  of  supra-pubic 
lithotomy,  which  I  must  say  is  an  exceedingly  easy 
one  if  properly  done ;  but  it  is  possible  to  make 
mistakes  in  it  as  in  any  other  operation.  I  have 
myself  seen  the  peritoneum  opened  in  this  opera- 
tion, and  it  is  naturally  a  thing  to  avoid.  It  is 
well  to  remember  that  you  should  always  en- 
deavom'  to  have  the  bladder  in  as  healthy  a  state 
as  possible,  so  that  if  the  peritoneum  is  opened  as 
little  harm  may  follow  as  possible.  In  the  case  I 
mention  the  peritoneum  was  opened  aud  the 
bowels  were  exposed,  but  it  was  carefully  washed 
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out  and  then  stitched  up,  and  no  harm  came; 
■still  it  is  a  very  great  point  not  to  open  the  peri- 
toneum. 


CHANGES  IN  THE  METHOD  OF  TREATING  STONE. 

Now  just  a  word  with  regard  to  the  changes 
which  have  taken  place  of  late  years  in  the  treat- 
ment of  stone.  You  are  most  of  you  probably  aware 

■ohat  this  theatre  was  the  place  where  the  great 

IRobert  Liston  did  most  of  his  operations  from  1836 
0  1847,  when  he  died ;  and  it  was  crowded  week 
ifter  week  by  students  and  practitioners  anxious 
0  see  Liston  operate.  I  suppose  he  was  one  of  the 
greatest  lithotomists  that  ever  lived;  he  had  a 
-eiy  large  number  of  cases  of  lithotomy  and 
■ujoyed  very  great  success.  The  operation  he 
performed  was  the  lateral  operation,  and  being  a 

.  -ery  powerful  man,  he  cut  boldly  into  the  bladder, 
nd  then  with  a  large  pair  of  forceps  he  grasped 
he  stone  and  somewhat  roughly  drew  it  out. 

^  'ou  must  remember  that  the  bulk  of  his  opera- 
ions  were  done  before  the  days  of  anesthetics, 

■^hen  rapidity  was  a  very  great  point.  The 
atient  was  held  by  force  in  the  lithotomy  posi- 
on,  and  the  surgeon  was  naturally  anxious  to  be 
^  rapid  as  possible  and  thus  save  prolonged 
offering. 

Let  me  say,  aprojpos,  that  I  think  it  is  much  to 
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be  regretted  that  Mr.  Pepys,  who  wrote  PcpijHii 
Diary — and  I  presume  you  all  are  acquainted  with 
that  classic — was  not  keeping  his  diary  at  the  time 
he  was  cut  for  stone,  about  the  year  1660.  He 
alludes  to  the  fact  indeed  very  often,  but  he  did 
not  begin  his  diary  till  two  years  after  he  was  cut. 
It  would  have  been  extremely  interesting  if  a  man 
like  Pepys,  who  could  so  accurately  describe  even 
the  smallest  detail  of  his  domestic  life,  had  been 
able  to  give  us  his  account  of  what  he  felt  durino- 
the  operation  of  lithotomy. 

After  Listen's  death,  when  aneesthetics  came 
more  into  vogue,  of  course  rapidity  was  not  so 
much  sought  after ;  and  Sir  William  Fergusson, 
who  was  perhaps  the  next  greatest  lithotomist, 
was  more  deliberate.  He  was  equally  successful, 
but  was  more  deliberate,  and  he  made  freer  in- 
cisions into  the  neck  of  the  bladder.  That  was  at 
King's  College  HosiDital ;  and  when  I  was  a 
student  there,  week  after  week  lithotomy  was  per- 
formed with  a  large  amount  of  success,  especially 
considering  the  dangers  that  the  patients  tlien 
incurred  from  septic  complications. 

After  Liston's  time,  of  course,  we  had  here  Sir 
John  Erichsen,  who  was  also  an  excellent  lithoto- 
mist, and  then  Sir  Henry  Thompson,  who,  I 
suppose,  is  the  greatest  living  authority  on  stoue. 
He  devoted  his  attention  to  lithotrity,  and  I  have 
seen  him  do  four  and  five  cases  in  one  afternoon 
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with  remarkable  success.  He  so  mucli  preferred 
lithotrity  that  he  seldom  did  lithotomy,  except 
under  special  circumstances.  All  these  lithotomy 
cases  were  perineal,  lateral  or  median  operations, 
and  a  supra-pubic  operation  was  only  performed 
under  very  exceptional  circumstances.  But  prac- 
tically nothing  else  has  been  done  here  since  that 
operation  was  brought  into  vogue  by  Petersen, 
and  I  know  that  Sir  Henry  has  had  a  large 
success  with  the  supra-pubic  method  in  private. 

You  can  hardly  go  wrong  in  a  supra-pubic  oper- 
ation as  you  can  in  the  perineal  operation,  and 
there  have,  in  former  years,  been  in  this  city  and 
in  other  large  cities  melancholy  cases  of  mis- 
management of  perineal  lithotomies.  I  have 
myself  seen  one  or  two  tragedies  of  the  kind.  I 
was  assistant  surgeon  at  another  hospital  to  a 
surgeon  who  came,  so  to  speak,  a  "  cropper  "  with 
his  first  lithotomy  on  a  child.  The  result  was 
that  he  never  would  do  another  case,  to  my  very 
great  advantage,  because  I  had  all  the  lithotomies, 
and  did  a  large  number  of  operations  in  both 
children  and  adults.  They  were  all,  of  course, 
perineal  lithotomies.  I  have  done  a  fair  number 
here  too,  but  of  late,  following  the  lead  of  others,  I 
have  adopted  the  supra-pubic  method  when  the 
stone  is  too  large  to  remove  comfortably  with  the 
'.  lithotrite. 

In  doing  a  supra-pubic  lithotomy  you  are  entirely 
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independent  of  an  assistant,  you  only  require 
ordinary  help  ;  but  if  you  cut  into  the  bladder 
from  the  perineum  you  require  a  skilled  assistant 
to  hold  the  staS",  and  the  result  of  want  of  proper 
skill  on  the  part  of  the  assistant  may  react  on  the 
principal,  and  not  only  may  mischief  be  done  to 
him,  but  a  catastrophe  may  happen  to  the  patient. 
On  the  other  hand,  a  principal  may  attribute  his 
mishap  to  an  assistant  unfairly,  as  happened  once 
to  myself. 

I  do  not  want  to  trouble  you  with  the  details  of 
perineal  lithotomy,  because  you  will  probably  never 
see  it  done.  The  supra-pubic  method  seems  to 
have  so  thoroughly  established  itself  among  sur- 
geons that  one  may  reasonably  look  forward  to  its 
being  the  operation  of  the  future. 


ON 

HARE-LIP. 


CtENTlemen, — You  have  recently  seen  me  operate 
on  several  cases  of  hare-lip,  and  it  is  important 
that  you  should  understand  the  management  of 
these  cases,  because  it  may  happen  to  any  one  of 
you,  soon  after  you  get  into  practice,  to  deliver  a 
woman  of  a  hare-lipped  child,  and  immediately 
the  friends  will  want  to  know  all  about  the 
case,  the  causes  of  the  malformation,  and  th(^ 
treatment  that  you  propose  to  adopt.  Witli 
regard  to  the  malformation  itself  we  have  three 
principal  varieties,  viz.,  the  single  hare-lip,  of 
which  I  show  you  a  photograph  (Fig.  26),  and 
which  is  more  usually,  as  in  the  photograph  before 
us,  on  the  left  side  of  the  lip.  There  seems  to  be 
no  good  explanation  why  this  should  be  the  case, 
but  it  is  a  well  known  clinical  fact  that  single 
hare-lip  is  more  common  on  the  left  than  on  the 
right  side.  Then  we  have  the  double  hare-lip 
without  any  complication,  of  which  I  show  you  an 
•  example  in  a  very  fine  child  who  had  no  other  mal- 
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formation  whatever  except  a  double  fissure  of  the 
lip  (Fig.  27).  Lastly  there  come  the  very  much 
more  serious  cases  where  we  have  a  double  hare- 


FiG.  26. 


Up  with  a  malformation  of  the  alveolus  and  palate, 
and  the  photograph  (Fig.  28),  which  I  show  you 
is  a  very  good  example  of  the  kind.  You  will 
notice  that  at  the  tip  of  the  child's  nose  there  is  a 
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projecting  piece  which  is  really  the  inter-maxillary 
or  pre-maxillai-y  bone,  and  you  will  also  see  that 
the  fissure  is  filled  up  to  some  extent  by  the  child's 


Fig.  27. 


tongue,  which  it  has  got  into  the  habit  of  pushing 
forward.  Now  these  last  are  by  far  the  most 
serious  cases.  Of  course  it  is  a  great  distress  to 
the  parents  that  any  child  should  be  born  hare- 
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lipped,  but  wlien  we  get  a  case  of  this  very  serious 
nature  it  becomes  a  very  great  question  whether  it 
would  not  be  a  relief  to  all  parties  if  the  child 


Fic.  28. 


were  to  die.    However,  it   is  our   business  as 
medical  men  to  save  these  children,  and  with  a 
little  care  I  think  this  can  generally  be  done. 
Now  one  word  with  regard  to  the  cause  of  this 
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malformation.  It  is  no  doubt  an  arrest  of  develop- 
ment. We  are  all  hare-lipped  at  a  very  early- 
period  of  our  generation,  but  fortunately,  as  time 
goes  on,  we  develop  and  our  lips  grow  together, 
and  in  the  great  majority  of  instances  there  is  no 
deformity.  But  if  a  woman  in  the  early  weeks  of 
Iier  pregnancy  should  get  out  of  health,  and 
particularly  if  her  vital  powers  should  be  depressed 
by  excessive  sickness,  which  of  course  is  common 
enough  in  the  early  weeks  of  pregnancy,  then  it 
may  happen  that  an  arrest  of  development  takes 
place  at  a  critical  moment,  and  the  result  will  be 
that  the  child  is  born  hare-lipped.  You  will 
hardly  find  a  mother  of  a  hare-lipped  child  who 
is  not  able  to  give  you  some  more  or  less  rational 
account  of  some  fright  which  she  has  sustained, 
and  to  which  she  attributes  the  malformation. 
It  may  be  that  she  has  actually  seen  a  hare,  and 
you  will  remember  that  in  the  hare  the  fissure  is 
in  the  median  line,  but  the  more  common  story  is 
that  she  has  seen  a  hare-lipped  individual ;  and 
sometimes  there  is  no  very  definite  account,  but 
there  is  some  idea  that  she  has  sustained  a  fright. 
Now  in  by  far  the  great  majority  of  cases,  if  you 
I  care  to  investigate  closely,  you  will  find  that  these 
i  shocks  occurred  long  after  the  period  to  which  we 
I  may  attribute  the  formation  of  a  hare-lip.  They 
1  mostly  occur  in  the  later  months  of  pregnancy,  when 
lit  is  too  late  really  in  any  way  to  affect  the  foetus. 
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Of  course  there  is  the  hereditary  element,  and 
that  cannot  be  ignored.  There  can  be  no  question 
that  a  woman  who  is  hare-lipped  herself  tends 
to  have  hare-lipped  children,  and  we  find  that  in 
some  families  there  are  a  certain  number  of 
children  who  are  hare-lipped  and  a  certain  number 
who  are  not,  and  it  is  curious  that  sometimes  there 
seems  to  be  an  alternation,  every  other  child  being 
thus  deformed.  I  have  known  an  instance  of  that 
in  one  large  family.  Of  course,  where  there  is  a 
hereditary  tendency  to  hare-lip,  it  becomes  a 
matter  of  great  importance  to  take  care  of  the 
mother's  health  in  the  early  weeks  of  pregnancy. 
And  this  is  more  particularly  the  case  if  it  should 
happen,  as  it  does  sometimes,  that  the  tendency 
to  hare-lip  is  on  both  sides  of  the  house.  I  have 
myself  met  with  an  instance  in  private  practice 
where  both  the  husband  and  the  wife,  who  were 
cousins,  inherited  from  a  common  ancestor  a 
tendency  to  hare-lip.  They  married,  and  I  wascalled 
in  to  operate  upon  one  of  the  worst  cases  of  hare- 
lip that  I  have  ever  seen.  Now  I'eally  it  is  almost 
hopeless  to  get  people  to  regard  these  matters 
philosophically,  but  I  think  that  medical  men,  in 
the  case  of  cousins,  particularly,  where  there  is  a 
tendency  of  this  kind,  should  point  out  the  danger 
which  may  occur  later  on  in  life.  I  have  here  a 
photograph  of  a  very  bad  case  of  hare-lip,  and  on 
the  back  of  it  is  written  the  history,  and  I  will 
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briefly  read  it  to  you.  The  great-grandraother  of 
the  patient,  who  was  hare-lipped,  had  four  children, 
one  boy  and  three  girls.  The  eldest  girl  married 
and  had  fourteen  healthy  children,  and  she  also  had 
two  hare-lipped  children,  one  of  whom  died  during 
the  operation  for  hare-lip,  and  the  other,  having 
grown  up,  married  a  healthy  husband  and  had  this 
child  with  hare-lip  and  cleft  palate.  Another 
daughter  of  the  old  woman  married,  and  she  too 
had  a  healthy  male  child  and  two  female  children 
with  hare-lip.  The  son  of  the  old  woman,  him- 
self unaffected,  did  not  marry.  We  have,  there- 
fore, distinct  evidence  in  this  family  history  of  the 
deformity  being  hereditary. 

Now  we  come  to  the  question  of  the  treatment 
of  these  cases,  and  the  first  point  I  would  discuss 
is  the  feeding.  A  child  with  a  single  hare-lip  only 
can  no  doubt  suck,  and  can  therefore  be  put  to  the 
breast,  or  can  have  a  bottle  easily  enough  given  it ; 
but  where  the  deformity  is  complicated  by  a  fissure 
of  the  palate  the  child  cannot  suck,  it  cannot  make 
a  vacuum  in  its  mouth,  and  therefore  it  is  unable 
to  draw  the  milk  from  the  mother's  breast,  and  it 
becomes  necessary  to  feed  it  with  a  bottle,  or  with 
a  spoon.  A  spoon  of  course  answers  very  well, 
but  is  exceedingly  troublesome.  To  feed  a  child 
adequately  with  a  spoon  really  takes  the  whole 
time  of  a  nurse,  and  the  better  plan  therefore  is 
to  employ  one  of  the  old-fashioned  bottles  by  which 
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the  milk  can  be  poured  into  its  throat,  and  in  that 
way  will  go  down  into  its  stomach  and  the  child 
will  be  adequately  nourished.  It  is  of  the  greatest 
importance  that  these  children  should  be  properly 
nourished  in  the  first  few  weeks  of  life,  because  if 
an  operation  is  to  be  successful  the  child's  health 
must  be  maintained. 

And  that  brings  me  to  speak  of  the  period  at 
which  the  operation  should  be  performed.  I  have 
operated  as  early  as  a  week  after  birth,  but  that 
was  under  special  circumstances,  and  I  do  not 
recommend  it.  I  think  the  best  time  for  operating 
upon  a  hare-lipped  child  is  when  it  is  about  six 
weeks  old,  and  there  is  the  great  advantage  that 
the  mother  by  that  time  is  restored  to  health,  and 
is  able  to  attend  to  the  child  thoroughly ;  and 
after  all  there  is  nothing  like  a  mother's  care  in 
the  treatment  of  these  cases.  Occasionally  these 
childi-en  are  allowed  to  grow  up  much  older  than 
that,  and  the  great  disadvantage  is  that  if  you 
wait  till  the  child  is  a  twelvemonth  old,  we  will 
say,  of  course  it  is  teething,  and  that  is  a  process 
which  naturally  upsets  the  health  somewhat,  and 
makes  the  condition  unfavourable  for  operation. 
But  in  remote  districts  children  are  often  allowed 
to  grow  up  to  twelve  or  fourteen  before  they  are 
interfered  with,  and  we  have  had  recently  in  the 
hospital  a  boy  of  thirteen,  sent  up  from  Wales 
with  an  exceedingly  bad  double  hare-lip.  The 
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boy  must  have  been  a  great  annoyance  to  all  the 
pregnant  women  in  the  neighbourhood,  and  I  am 
happy  to  say  that  I  have  succeeded  in  closing  the 
lip  and  restoring  him  to  a  very  fair  average 
appearance. 

Then  as  regards  the  question  of  the  operation  to 
be  performed,  I  think  there  can  be  no  doubt  as  to 
the  modern  operation  being  a  great  improvement 
upon  the  older  one.  Formerly,  we  were  content 
simply  to  pare  the  edges  of  a  single  fissure,  pin 
them  together  with  hare-lip  pins,  and  then  to  hope 
that  rapid  union  would  take  place,  so  that  on  the 
withdrawal  of  the  pin  about  the  third  day,  union 
might  be  complete  ;  and,  no  doubt,  in  a  certain 
number  of  cases  this  fortunately  occurred.  But  in 
a  very  considerable  number  of  cases,  when  the  pins 
were  withdrawn,  the  union  gave  way,  the  lip  broke 
open,  and  the  operation  had  to  be  repeated  a 
second  time.  Now  the  operation  which  I  advise 
you  to  do  is  this,  to  pare  one  side  of  the  lip  freely, 
and  to  cut  a  flap  from  the  other  side  of  the  lip  and 
transfer  it  to  the  opposite  side.  It  is  most  con- 
venient, I  think,  to  take  the  longer  of  the  two  sides 
- — they  are  seldom  both  of  quite  the  same  length — 
and  then,  having  transfixed  it  with  a  narrow  knife, 
to  cut  off  the  margin  of  the  lip,  leaving  it  attached 
at  the  lower  border ;  on  the  opposite  side  to  cut 
•  freely  away  the  edge  of  the  lip,  and  then  to  bring 
■  the  parts  together  simply  with  sutures,  not  pins. 
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I  have  myself  a  preference  for  using  dry  chromi- 
cised  catgut,  which  I  find  answers  extremely  well ; 
but  you  will  find  that  many  surgeons  use  horse- 
hair, and  some  silk.  The  objection  I  have  to  silk 
is  that  it  is  rather  apt  to  absorb  putrescent  matters 
from  the  mouth,  and  thereby  inflammatory  action 
is  set  up,  which  interferes  with  the  union. 

You  cannot  be  too  careful  in  stitching  the  lip  and 
in  putting  in  plenty  of  fine  catgut  sutures,  and  I 
would  particularly  insist  upon  the  necessity  of 
putting  sutures  at  the  back  of  the  lip.  In  the  old 
days,  when  we  put  in  hare-lip  pins,  no  doubt  the 
back  of  the  lip  was  drawn  fairly  together  by  the 
pressure  of  the  pins,  but  if  you  trust  to  sutures 
only,  you  will  find  that  the  back  of  the  lip  is 
practically  open,  and  the  discharges  will  be  apt 
to  get  in  from  the  mouth,  and  in  that  way  the 
union  of  the  fissure  will  be  interfered  with.  By 
turning  the  lip  inside  out  by  means  of  one  of  the 
sutures  which  has  been  left  long  on  purpose,  it  is 
quite  easy  to  put  in  two  or  even  three  sutures  at 
the  back  of  the  lip,  and  they  give  no  trouble 
because  they  lie  there  quietly  for  two  or  three  days, 
and  then  the  child  either  sucks  them  out,  or  they 
come  away  of  themselves,  and  you  do  not  have  the 
trouble  of  removing  them.  Then  again,  the  intro- 
duction of  the  American  india-rubber  plaster 
which  is  made  by  Seabury  and  Johnson,  has  been 
of  great  use  in  the  operation  of  hare-lip,  and  you 
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will  notice  that,  after  I  have  brought  the  lip  to- 
gether by  several  sutm-es,  I  always  put  a  piece  of 
plaster  on  the  cheeks,  so  as  to  keep  them  together 
and  to  take  off  all  tension  from  the  lip.  Of  course 
a  straight  piece  of  plaster  will  do,  but  it  is  more 
convenient  to  have  it  cut  somewhat  like  a  dumb- 
bell, the  two  broad  ends  being  attached  to  the 
cheeks  and  the  narrow  end  passing  across  the  lip. 

Then  having  got  the  lip  together  in  that  vray, 
let  me  say  that  it  is  very  advisable  to  prevent  the 
child  crying,  and  the  only  way  that  I  know  of 
preventing  the  child  crying  is  by  having  it 
assiduously  nursed,  and  also  by  giving  it  minute 
doses  of  opium.  You  will  find  that  one  of  the 
best  ways  of  giving  opium  to  a  young  child  is  to 
put  one  or  two  drops  of  laudanum  into  an  ounce 
of  dill  water,  and  then  to  let  the  nurse  give  a  tea- 
spoonful  of  that  every  two  or  three  hours,  so  as  to 
keep  the  child  a  little  under  its  influence.  I  would 
remind  you  how  easily  young  children  are  affected 
by  opium,  and,  by  thus  arranging  to  give  the 
eighth  or  twelfth  of  a  drop  as  the  dose,  it  is  quite 
possible  to  get  the  sedative  effect  of  the  laudanum 
without  running  the  least  risk  of  poisoning  the 
child.  Then,  of  course  it  is  very  important  that 
the  child  should  be  fed,  and  while  the  lip  is  healing 
it  is  not  advisable  to  put  a  bottle  to  the  child's 
mouth,  and  therefore  you  must  trust  to  spoon- 
feeding with  good  milk  ;  and  let  me  say  that  the 
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best  combination,  I  think,  for  a  young  child  is  equal 
parts  of  cow's  milk  and  warm  water,  with  a  tea- 
spoonful  of  sugar  of  milk  put  into  each  cup  of 
the  mixture.  These  simple  cases  as  a  rule  do  well, 
but  when  we  come  to  the  more  complicated  cases 
of  double  hare-lip  of  course  the  operation  is  a  more 
serious  one,  and  the  risk  of  failure  is  greater. 

And  first,  with  regard  to  the  uncomplicated  cases 
of  double  hare-lip  such  as  that  I  showed  you  in  the 
photograph  (Fig.  27).  There  it  becomes  a  question, 
which  every  surgeon  must  decide  for  himself,  as  to 
whether  he  shall  utilise  or  cut  to  waste  the  central 
projecting  portion.  In  the  case  which  is  shown 
here,  I  very  much  preferred  to  utilise  the  central 
portion,  for  the  reason  that  the  two  nostrils  were 
perfect,  and  that  the  columna  of  the  nose  was 
well-formed.  Therefore  I  contented  myself  with 
cutting  the  central  portion  to  a  more  acute  angle 
than  it  was  before,  removing  the  whole  of  the  red 
mucous  membrane  from  it,  and  then,  paring  the 
edges  of  the  outside  flaps,  I  brought  them  all  to- 
gether and  eventually  made  a  very  satisfactory 
lip.  But  in  the  complicated  cases  where  there  is 
more  or  less  of  a  projecting  inter-maxillary  bone 
(Fig.  28),  it  becomes  a  much  more  serious  question, 
and  I  have  no  hesitation  myself  in  strongly  re- 
commending, in  all  cases  where  the  inter-maxillary 
bone  is  loose,  that  it  should  be  cut  away.  I  know 
there  have  been  various  ingenious  proceedings 
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invented  from  time  to  time  by  which  it  is  pro- 
posed to  bend  the  inter-maxillary  bone  back  into 
its  place,  and  thereby,  as  is  thought,  to  gain 
something;  but  I  have  seen  cases  which  have 
been  so  treated  and  which  have  grown  up  in  the 
most  unsatisfactory  condition,  the  inter-maxillary 
bone  being  still  loose  although  the  lip  had  been 
brought  tog'ether  over  it,  and  the  bone  therefore 
being  perfectly  useless  for  the  support  of  teeth, 
and  very  much  in  the  patient's  way.    In  fact,  in 
two  cases  of  that  kind  which  have  come  before 
me  some  years  after  the  original  operation,  I  have 
then  cut  away  the  inter-maxillary  bone,  and  I  re- 
commend you  to  do  it  early  in  the  case.    And  for 
this  reason :  if  you  remove  the  inter-maxillary 
bone  of  course  you  take  away  the  incisor  teeth, 
but  you  will  find  that  the  other  portions  of  the 
;  alveolus  tend  to  come  together  and  that,  as  the 
<  child  grows  up,  the  interval  between  the  two 
■  portions  of  the  alveolus  is  not  nearly  so  large  as 
;you  might  anticipate.    In  these  days  of  artificial 
1  teeth,  it  is  quite  easy  to  get  a  dentist  to  fit  up 
:  some  incisor  teeth  for  a  child  even  early  in  life,  or 
sat  all  events  when  it  has  come  to  puberty,  and  I 
lam  quite  sure  that  artificial  teeth  fitted  in  that 
l\way  are  very  much  more  useful  to  the  patient 
Itthan  the  natural  teeth,  which  always  come  out  of 
Itthe  inter-maxillary  portion  irregularly,  generally 
l«sideways,  and  give  great  iuconvenience. 
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Then  with  regard  to  the  proceeding  of  removing 
this  inter-maxillary  bone,  let  me  say  it  is  a  very 
simple  operation,  for  yon  only  have  to  nip  off'  the 
bone  with  a  pair  of  bone-forceps.    But  let  me 
warn  you  there  is  always  a  little  spouting  artery, 
and  therefore  you  ought  to  be  prepared  with  a  hot 
wire  of  some  kind,  so  as  to  be  able  to  touch  the  pomt 
and  arrest  the  haemorrhage.    It  is  very  difficult  to 
effect  this  in  any  other  way,  but  with  a  needle 
heated  in  a  spirit  lamp  it  is  readily  enough  arrested. 
Now  an  operation  of  that  kind,  although  not  very 
severe,  is  quite  severe  enough  for  a  young  child, 
and  it  would  be  very  rash  to  proceed  on  the  same 
day  with  the  operation  of  paring  the  hp.  Let 
the  child  thoroughly  recover ;  let  it  have  a  week 
or  a  fortnight,  and  get  into  thoroughly  good  health 
acain  after  the  removal  of  the  inter-maxillary 
bone,  and  then  it  will  bear  in  all  probability  the 
remaining  operation  satisfactorily. 

The  operation  in  these  cases  is  complicated  by 
the  fact  that  the  piece  of  flesh  which  is  upon  the 
inter-maxillary  bone,  and  which^  I  need  hardly 
say  should  never  be  cut  away  with  the  bone  is 
really  the  representative  of  the  columna  of  the 
nose  •  and  if  you  are  to  have  a  good  resuk  you  must 
restore  it  to  its  proper  position  as  the  columna  of  he 
nose,  and  make  no  attempt  to  bring  it  into  the  hp. 
I  have  seen  cases  in  which  that  mistake  has 
been  made,  where  the  columna  has  been  brought 
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down  and  put  into  the  midclle  of  the  lip,  and  the 
result  has  been  exceedingly  unsatisfactory.  But 
the  proper  thing  is  to  turn  this  little  piece' of  skin 
and  flesh  into  the  position  of  the  columna  of  the 
nose,  and  then  to  pare  the  edges  of  the  lip  and 
bring  them  together  in  the  middle  line,  in  fact  to 
convert  what  was  originally  a  double  hare-lip  into 
a  single  hare-lip,  and  treat  it  accordingly.  And 
these  cases,  which  do  remarkably  well,  account 
for  the  fact  that  it  is  said  from  time  to  time  that 
a  patient  has  had  a  median  hare-lip.     Now  I 
believe  a  median  hare-lip  is  an  exceedingly  rare 
thing,  and  probably  has  only  been  met  with  once 
I  or  twice.    The  cases  in  which  there  is  a  median 
I  cicatrix  in  the  lip  are  these  cases  of  double  hare- 
!lip,  where  the  parts  have  been  treated  in  the 
■  manner  I  have  described. 

Now  with  regard  to  bringing  the  two  halves  of 
I  the  lip  together  below  the  columna,  I  think  myself 
t  the  best  plan  is  to  save  as  much  of  the  tissue  as 
:you  can  and  to  bring  down  a  paring  from  each 
sside  to  make  a  little  projecting  mass  in  the  middle. 
"You  bring  the  lip  together  by  sutures  and  you 
(Carefully  suture  together  the  small  projecting 
iportions,  which  of  course  must  be  trimmed  up  to 
ffit  accurately  together,  and  not  be  too  long.  All 
tthe  divided  tissues  tend  to  shrink,  and  therefore 
tthe  projecting  lump  in  the  middle  of  the  lips 
sserves  the  purpose  of  preventing  that  unsightly 
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notch,  which  used  to  be  so  commonly  seen  after 
operations  for  hare-lip. 

In  all  operations  upon  young  children  it  is  of 
course  very  important  not  to  lose  more  blood  than 
is  necessary.  You  will  observe  how  careful  we  are 
in  these  hare-lipped  patients  to  grasp  the  lip  on 
each  side  while  it  is  being  divided,  in  oi-der  to 
prevent  haamorrhage  from  the  coronary  arteries. 
As  soon  as  the  sutures  are  put  in  they  prevent  any 
further  hasmorrhage,  and  no  harm  as  a  rule  follows. 
But  it  is  well  to  warn  the  parent  and  the  nurse 
that  these  children  have  certainly  swallowed  a  small 
amount  of  blood,  and  that  blood  will  go  through 
their  bowels  and  will  appear  as  a  black  motion 
within  twenty-four  hours.  I  mention  this  because  it 
is  a  fact  that  is  alarming  unless  it  is  explained,  and 
if  beforehand  you  have  told  her  what  is  likely  to 
happen,  you  will  avoid  any  unnecessary  alarm  on 
the  mother's  part.  Then  let  me  also  say  that  in 
the  modern  operation  for  hare-lip  an  anassthetic  is 
essential.  Chloroform  answers  very  much  better 
for  children  than  ether,  and  they  take  chloroform 
remarkably  well.  I  think  therefore  every  child 
who  is  to  be  operated  upon  for  hare-lip  should 
have  chloroform  carefully  administered  to  it,  and 
so  far  as  I  have  seen  the  simpler  the  apparatus 
used  the  better.  A  handkerchief  with  a  little 
chloroform  sprinkled  upon  it  answers  better  than 
any  form  of  inhaler.    Of  course  it  may  be  necessary 
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to  arrest  the  operation  in  order  to  renew  the 
application  of  chloroform,  and  usually  there  is  no 
difficulty  about  that  except  at  just  one  or  two 
critical  moments,  when  it  is  better  to  go  on  with 
the  operation  than  to  run  any  risk  of  failure. 

With  regard  to  the  cleft  palate,  which  so  often 
complicates  these  cases,  I  would  merely  say  that 
it  does  not  do  to  operate  upon  the  child  too  young. 
For  my  own  part,  I  prefer  to  wait  until  the  patient 
is  at  least  two  years  old,  and  then,  if  it  is  a  suitable 
case,  the  opei'ation  is  fairly  successful.  But  there 
are  many  cases  of  cleft  palate  which  are  much  too 
wide  to  admit  of  an  operation,  and  yet  we  find 
that  the  efiect  of  the  operation  of  hare-lip  is  to 
draw  the  parts  together,  and  that  a  case  of  cleft 
palate  which  looks  at  first  hopeless  may  in  the 
course  of  three  or  four  years  become  capable  of 
amelioration. 
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J.  GODLEE,  M.S.,  F.R.C.S.,  Surgeon  and  late  Demonstrator  of 
Anatomy,  University  College  Hospital.  With  48  Imp  4to  Plates 
(112  figures),  and  a  volume  of  Explanatory  Text.    Svo,  ±,1  Us.  bu. 

Human   Osteology.    By  Luther  Holden,  Con- 
suiting  Surgeon  to  St.  Bartholomew's  Hospital     Seventh  E,lit>on, 
e,lited  by  Charles  Stewart,  Conservator  of  the  Museum  R  C  b 
and  Robert  W.  Keiu,  M.D.,  F.R.C.S.,  Professor  -  .^^^'^^^  ^''^ 
University  of  Aberdeen.    Svo,  with  .^9  Lill.ographie  Plates  and 

Engravings,  Ifts.  .  ., 
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Edition.   Svo,  3s.  tjd.   
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The    Student's  Guide  to  Surgical  Anatomy. 

By  Edward  Bkllamy,  F.Ii.C.S.,  and  Memberof  the  Board  of  Exami- 
ners.   Third  Edition.    Fcap.  8vo,  witli  81  Engravings,  7s.  Bd. 

Diagrams  of  the  Nerves  of  the  Human  Body, 

exliibiting  llieir  Origin,  Divisions,  and  Connections,  with  their  Dis- 
tribution to  the  Various  Regions  of  tlie  Cutaneous  Surface,  and  to 
all  the  Muscles.  By  Sir  W.  H.  Flowkh,  K.C.B.,  F.ft.S.,  F.K.C.S. 
Tliiid  Edition,  with  6  Plates.    Eoyal  Jto,  12s. 

Pathological  Anatomy  of  Diseases.  Arranged 

according  to  tlie  nomenclature  of  the  K.C.P.  Loud.  (Student's  Guide 
Sei-ies).  By  Nohman  Moohio,  M.D.,  F.li.C.P.,  Assistant  Pliysician 
and  Lecturer  on  Pathological  Anatomy  to  St.  Bartholomew's  Hos- 
pital,   Fcap.  8vo,  witli  111  ETigravings.  Ss.  (id. 

A  Manual  of  Clinical  and  Practical  Pathology. 

By  W.  E.  WVNTiiU,  M.D.,  M.R.C.P.,  F.lt.C.S.,  Mediciil  liegistrar  f<> 
Middlese.x Hospital,  and  P.  J.  Wktueuud,  M.D.,  M.U.C.P.,  Assistant 
Physician  to  'Victoria  Park  Hospital.  With  4  Coloured  Plates  and  ''7 
Engravings.    8vo,  12s.  lid. 

Lectures  on  Pathology  :  delivered  at  the  Lon- 
don Hospital.  By  the  late  Henry  Gawen  Suttox,  M.B.,  F.U.C.P.. 
Physician  to,  and  Lecturer  on  Pathology  at,  the  London  Hospital. 
Edited  by  Maurice  E.  Paul,  M.D.,  and  Revised  by  Samuel  Wilks, 
M.D.,  LL.D.,  F.R.S.    8vo,  15s. 

General  Pathology  (an  Introduction  to).  By 

Joii.v  Bland  Sutto>',  F.R.C.S.,  Sir  E.  Wilson  Lecturer  on  Patho- 
logy, K.C.S.;  Assistant  Surgeon  to,  and  Lecturer  on  Anatomy  at, 
Middlesex  Hospital.    Svo,  with  IW  Engravings,  l  l9. 

Atlas    of    Pathological    Anatomy.      By  Dr. 

Lanceheaux.  Translated  by  W.  S.  GheenFIELD,  M.D.,  Professor 
of  Pathology  in  the  University  of  Edinbuigh.  Imp.  Svo,  witli  7u 
Coloured  Plates,  iir,  .'s. 

Index  Pathologicus,  for  the  Registrations  of 

the  Lesions  recorded  in  Pathological  Records  or  Case-books  of 
Hospitals  and  Asylums.  By  .Tami:s  C.  Howden,  M.D.,  Superinl.-n- 
dent  of  the  Royal  Lmiatic  Asylum,  Montrose.    Fcap.  folio,  6s. 

Atlas  of  the  Central  Nervous  System.  From 

the  larger  work  of  Hnschfcld  and  Leveillc.  Edited  by  lIoWAKli  H. 
Tooth,  M.I).,  F.R.C.P.,  Assistant  Physician  to  the  National  Hos- 
pital for  the  Paralysed  and  Epileptic.  AVith  37  Plat*>s  Ciirefully 
coloured  by  Hand.   Large  Imp.  Svo,  lOs, 
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The  Human  Brain:  Histological  and  Coar<5P 

Methods  of  Res..,.ch.    A  Manual  for  Stulnts  an^AsyU^MS 
Officers.     By  W.  Bevak  Lewis,  L.R.C.P.  Lond.,  Medical  Suner 
■  ntendent.WestRiclingLunaticAsylun..    8vo,  with  Wood  BirSs' 
and  Photographs,  Ss.  "  ° 

Elements  of  Human  Physiology.  (Student's 

Gu.de  Series.)    By  Erxest  H.  Starling,  M^D.,  M  H  CP  Joint 

Manuafof  Physiology:   for  the  Use  of  Junior 

students  of  Medicine.    By  Gerald  F.  Yeo,  M.D.,  F.R.S  Emeritus 
Professor  of  Physiology  in  Kings  College,  London.    TW  1  Ed  on 
Septra!  Us"'"^       ''"'"^'"^^  Coloured  fll  oi 

Principles  of  Human  Physiology.    Bv  W  B 

mTfrcs''-''s'''-°;'.'Y«'-   "'""^  H^Rr  p'owER-, 

Sd  ^""''^  Engravings; 

Practical  Lessons  in  Elementary  Biology  for 

Junior  Students.  By  Pevton  T.  B.  Bkale.  F.R.C.S.,  Lecturer  on 
Elementary  Biology  and  Dcn.onstrator  in  Physiology  in  K^g" 
College,  London.    Crown  8vo,  :Js.  (id.  ^ 

Medical  Jurisprudence:    its    Principles  and 

17ZTh         """-^T  ^'-''  C-l^-.  i^«-S.  Fourth 

Edition,  by  Thomas  Stevexson,  M.D.,  F.K.C.P.,  Lecturer  on  Medical 
Jurisprudence  at  Guy's  Hospital.   2  vols.  8vo,  with  ISii  Bngravin..s 

By  the  same  Authors. 

A  Manual  of  Medical  Jurisprudence.  Twelfth 

Ldition.    Crown  8vo,  with  5.1  Engravings,  1  Is. 

The  Student's  Guide  to  Medical  Jurisprudence. 

By  John  Abercromhie,  M.D.,  F.R.C.P.,  Physician  to  Charing  Cross 
Hospital.    Fcap.  8vo,  7s.  6d. 

Sanitary   Examinations  of    Water,  Air,  and 

Food.  A  Vade-Mecum  tor  the  Medical  Officer  of  Health.  By  Corne- 
lius B.  Fox,  M.D.,  F.K.C.P.  Second  B.lition.  Crown  8vo,\vith  llu 
Liigravings,  ll's.  (id. 

Microscopical  Examination  of  Drinking  Water 

and  of  Air.    By  J.  D.  Maci.onai.ii,  M.D.,  F.K.S.,  Ex-Profossor  of 
Naval  Hygiene  in  the  Army  Medical  School.    Second  Edition.  8vo 
with  2.5  Plates,  7s.  (id. 
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Hygiene  and  Public  Health  :   a  Treatise  by 

^various  Authors.   Edited  by  Thomas  STEVE,.so^'   M.D  F-K-C-P-. 
Lecturer  on  Chemistry  and  Medical  Jurisprudence  at  Guy  6  Hospital 
oSllnalyst  to  the  Home  Office;  and  Shirley  FMuBPinr.  Medical 
Officer  of  Health  of  the  County  of  London.   In  3  vols.,  royal  gvo,  fully 
Ss   atecl.   vol.1..  28S.;  VOL  n.,3.s.;  VOL  m..20s. 

A  Manual  of  Practical  Hygiene.    By  the  late 

B  r  PARKES,  M.D..  F.E.S.  Eighth  Edition,  by  J.  La>e  Notteb. 
am'  MD  r.R.S.,  Professor  of  Military  Hygiene  in  the  Army 
Medlkl  SchU.   8V0,  with  10  Plates  and  103  ^-f-'^^^'^^;. 

A  Mandhook  of  Hygiene  and  Sanitary  Science. 

^  PEC   WILSON  M.D.,  LL.D.,  D.P.H.    Camb.  Medical 

SL^of  health 'for  Mi'd-Warwickshire.  Seventh  Edition.  Crown 
8vo,  with  Engravings,  12s.  6d.  ,    ^      ,  „  fUp 

Elements  of  Health:  an 

^Sai°US':f  frChet:=er  on  Public  Health  at 

^t  forge's  Hospital.    Post  8vo_,  with  27  Engravings.  3B^6d. 

Prevention  of  Epidemics  and  the  Uon- 
rrSy"'  Their 

Mental  Diseases  :  Cl  n,ca  L^^^^^^^^^^     ^By  T. 

CMU.STON,  M.D..  F.R.C  P.  ^  '  "••  cr.  8vo,  with  13  Plates.  Hs 

university  of  Edinburgl.  Third  ™n^C        ,  ^.^^ 

Illustrations  ^^J.,  J "jj^ase    Designed  to  elucidate  the 

upon  the  Body  m  H-^alth  and  D,sease_^        .  ^ 
Action  of  the  Imagination.  By  D.  Hack  iUKt,  lu.^ 
Second  Edition.    2  vols,  crown  8vo,  15s.  rTllidefor 

The  Insane  and  the  Law  :  a  P  am  Gm 
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A  Dictionary  of  Psychological  Medicine,  giving 

the  Definition,  Etj'mology,  and  Synonyms  of  tlie  Terms  used  in 
Medical  Psychology;  with  the  Symptoms,  Treatment,  and  Patho- 
logy of  Insanity ;  and  The  Law  of  Lunacy  in  Great  Britain  and 
Ikelahd.  Edited  by  U.  Hack  Tukk,  M.D.,  LL.D.,  assisted  by 
nearly  130  Contributors,  British,  Continental  and  American.  2  vols. 
1,.500  pages,  royal  8vo,  Illustrated,  -123. 

Mental  Physiology,  especially  in  its  Relation 

to  Mental  Disorders.  By  Theo.  B.  Hyslop,  M.D.,  Assistant  Physician 
to  the  Bethlem  Eoyal  Hospital.    8vo,  18s. 

Lunacy  Law  for  Medical  Men.    By  Charles 

Mercier,  M.B.,  Lecturer  on  Neurology  and  Insanity  to  the  West- 
minster Hospital  Medical  School,  and  to  the  Medical  School  fur 
Women.    Crown  Svo,  6s. 

The  Journal  of  Mental    Science.  Published 

Quarterly,  by  Authority  of  the  Medico-Psychological  Association. 
Svo,  .3s.  6d. 

Mental   Affections  ot   Childhood  and  Youth 

(Lettsoraian  Lectures  for  1887,  etc.).  By  J.  Langdon-Down,  M.D., 
F.E.C.P.,  Consulting  Physician  to  the  London  Hospital.   Svo,  Gs. 

Manual  of  Midwifery,   including  all  that  is 

likely  to  be  required  by  Students  and  Practitioners.  By  Alfred  L. 
Galabin,  M.A.,  M.D.,  F.R.C.P.,  Obstetric  Physician  and  Lecturer 
on  Midwifery  and  Diseases  of  Women  to  Guy's  Hospital.  Third 
Edition.    Crown  Svo,  with  251  Engravings,  los. 

The  Student's  Guide  to  the  Practice  of  Mid- 
wifery. By  D.  Lloi-d  1{obert.s,  M.D.,  P.R.C.P.,  Lecturer  on  Clinical 
Midwifery  and  Diseases  of  Women  at  the  Owens  College ;  Obstetric 
Physician  to  the  Manchester  Royal  Inlirraary.  Fourth  Edition. 
Fcap.  Svo,  with  Coloured  Plates  and  Wood  Engravings. 

IPrepariyiff . 

Obstetric  Aphorisms :  for  the  Use  of  Students 

commencing  Midwifery  Practice.  By  Joseph  G.  Swayne,  M.D., 
Lecturer  on  Midwifery  in  the  Bristol  Medical  School.  Tenth  Edition. 
Fcap.  Svo,  with  20  Engravings.   .3s.  tid. 

Clinical   Lectures   on   Diseases  of  Women  : 

delivered  in  St.  Bartholomew's  Hospital,  by  J.  Matthews  Duncan, 
M.D.,  LL.D.,  F.R.C.P.,  F.R.Ss.  L.  &  B.,  late  Obstetric  Pliysiciaii 
to  St.  Bartholomew's  Hospital.    Fourth  Edition.   Svo,  16s. 
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Lectures  on  Obstetric  Operations:  including 

the  Treatment  of  Hemorrhage,  and  forming  a  Guide  to  the  Manage- 
ment of  Difflcult  Labour.  By  Kobekt  Baknes,  M.D.,  F.K.C.P., 
Consulting  Obstetric  Physician  to  St.  George's  Hospital.  Fourth 
Edition.    8vo,  with  121  Engravings,  12s.  6d. 

By  the  same  Author, 

A  Clinical  History   of  Medical  and  Surgical 

Diseases  of  Women.    Second  Edition.    8vo,  with  181  Engravings,  2S6. 

Gynaecological     Operations    (Handbook  of). 

By  Alban  H.  G.  Dokan,  F.H.C.S.,  Surgeon  to  the  Samaritan  HospiUl. 
8vo,  with  1(37  Engravings,  1.5s. 

Diseases  of  Women.  (Student's  Guide  Series.) 

By  AuFliED  L.  Galabin,  M.A.,  M.D.,  F.R.C.P.,  Obstetric  Phy- 
sician to,  and  Lecturer  on  Midwifery  and  Diseases  of  Women  at, 
Guy's  Hospital.  Fiftli  Edition.  Fcap.  8vo,  with  142  Engravings,  8s.  6d. 

M  anual  of  the  Diseases  peculiar  to  ^^omen. 

By  James  Oliver,  M.D.,  F.K.S.E..  M.K.C.P.,  Phj-sician  to  the 
Hospital  for  Diseases  of  Women,  London.    Fcap.  8vo,  3s.  (id. 
By  the  same  Author, 

Abdominal  Tumours  and  Abdominal  Dropsy 

in  Women.    Crown  8vo,  7s.  6d. 

A    Practical    Treatise    on    the    Diseases  of 

Women.  By  T.  Gaillard  Thoma.s,  M.D.  Si.\th  Edition,  by  Paul 
P.  MuNDE,  M.D.,  Professor  of  Gyna;cology  at  the  New  York 
Polyclinic  and  at  Dartmouth  College.  Roy.  8vo,  with  347  Engrav- 
ings, 2os. 

Notes  on  Diseases  of  Women  :  specially  de- 
signed to  assist  the  Student  in  preparing  for  Examination.  By 
James  J.  Reynolds,  L.R.C.P.,  M.K.C.S.  Fourth  Edition,  Fcap. 
8vo,  3s.  (id. 

Abdominal  Surgery.    By  J.  Greig  Smith,  M.A., 

F.R.S.E.,  Surgeon  to  the  Bristol  Royal  Inlirniary,  and  Lecturer  on 
Surgery  in  the  Bristol  Medical  School.  Fifth  Edition.  8vo,  with 
Engravings. 

The   Physiology   of   Death   from  Traumatic 

Fever;  a  Study  in  Abdominal  Surgery.  By  John  D.  Malcolm, 
M.B.,  CM.,  F.R.C  S.E.,  Surgeon  to  tlie  Samaritan  Free  Hospital. 
8vo,  3s.  6d. 

Notes  on  Gynaecological  Nursing.     By  John 

Benjamin  Hellier,  M.D.,  M.K.C.S.  Lecturer  on  the  Diseases  of 
Women  and  Children  in  the  Yorkshire  College,  and  Surgeon  to  the 
Hospital  for  Women,  etc.,  Leeds.   Crown  8vo,  Is.  6d.  
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A  Manual  for  Hospital  Nurses  and  others  en- 
gaged in  Attending  on  the  Sick,  with  a  Glossary.  By  Edward  J. 
DoMViiXK,  Surgeon  to  the  Exetex  Lying-in  Charity.  Seventh 
Edition.    Crown  8vo,  2s.  6d. 

A  Manual  of  Nursing,  Medical  and  Surgical. 

By  Charles  J.  Cullixgwohth,  M.D.,  IMi.C.P.,  Obstetric  Physician 
to  St.  Thomas's  Hospital.  Third  Edition.  Fcap.  Svo,  with  Engrav- 
ings, 2s.  'id. 

Bij  the  same  Author. 

A    Short     Manual     for    Monthly  Nurses. 

Tliird  Edition.    Fcap.  Svo,  Is.  (3d. 

A  Practical  Treatise  on  Disease  in  Children. 

By  Eustace  Smith,  M.U.,  F.R.C.P.,  Physician  to  the  King  of  the 
Belgians,  and  to  the  Bast  London  Hospital  for  Children,  etc.  Second 
Edition.    Svo,  223. 

By  the  same  Author. 

Clinical    Studies    of    Disease     in  Children. 

Second  Edition.    Post  Svo,  7s.  6d. 

Also. 

The    Wasting     Diseases     of    Infants  and 

Children.   Fifth  Edition    Post  .Svo,  8s.  (id. 

The  Diseases  of  Children.   (Student's  Guide 

Series.)  By  Jas.  F.  Goodhart,  M.D.,  F.li.C'.P.,  Physician  to  Guy's 
Hospital.    Fifth  Edition.    Fcap.  Svo,  lOs.  6d. 

Manual  of  Diseases  of  Children,  for  Prac- 
titioners and  Students.  By  W.  H.  Day,  M.D.,  Physician  to  the 
Samaritan  Hospital.    Second  Edition.    Ciown  .'<\'o,  12s.  (id. 

A  Practical  Manual  of  the  Diseases  of  Chil- 
dren. With  a  Formulary.  By  EuwAKD  Elli.^,  M.D.  Fifth  Edition. 
Crown  Svo,  10s. 

Materia   Medica  :   a  Manual  for  the   Use  of 

Students.  By  Lsambaku  Owen,  M.D.,  F.K.C.P.,  Lecturer  on  Materia 
Medica,  etc.,  to  St.  George's  Hospital.  Second  Edition.  Crown  Svo, 
1)3.  6d. 

Materia    Medica,    Pharmacy,  Pharmacology, 

and  Therapeutics.  By  W.  Halk  White,  M.D.,  F.K.C.P.,  Physician 
to,  and  Lecturer  on  Materia  Medica  and  Tliernpeutics  at,  Guy's 
Hospital ;  Examiner  in  Materia  Medica  on  tlie  Conjoint  Board  of 
the  Royal  Colleges  of  Pliysiciaiis  and  Surgeons.   Fcap.  Svo,  78.  Od. 
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Materia  Medica  and  Therapeutics.   By  Charles 

D.  F.  Phillips,  M.D.,  LL.D.,  P.R.S.  Edin. 
Vegetable  Kingdom— Organic  Compounds— Animal  Kingdom.   8vo,  2os. 
Inorganic  Substances.   Second  Edition.   8vo,  21s. 

Galenic  Pharmacy  :  a  Practical  Handbook  to 

the  Processes  of  tlie  British  Pharmacopceia.  By  E.  A  Cripp.s,  M.P.S. 
8vo,  with  76  Engravings,  8s.  6d. 

The  Galenical   Preparations   of  the  British 

Pharmacopceia ;  a  Handbook  for  Medical  and  Pharmaceuticil  Students. 
By  C.  O.  Havvthobne,  M.B.,  CM.,  Lecturer  on  Materia  Medica  and 
Therapeutics,  Queen  Margaret's  College,  University  of  Glasgow.  8vo, 
4s.  6d. 

Practical  Pharmacy.    By  Barnard  S.  Proctor, 

formerly  Lecturer  on  Pharmacy  at  the  College  of  Medicine,  New- 
castle-on-Tyne.  Third  Edition.  8vo,  with  44  Wood  Engravings  and 
32  Lithograph  Fac-Simile  Prescriptions,  14s. 

Selecta    e   Prescriptis  :    containing    Lists  of 

Terms,  Phrases,  Contractions  and  Abbreviations  used  in  Prescrip- 
tions, with  E.xplauatory  Notes,  etc.  Also,  a  Series  of  Abbreviated 
Prescriptions  and  Key  to  the  same,  with  Translations.  By  Jona- 
than Peheira,  M.D.,  F.H.S.  Eighteenth  Edition,  by  Joseph  Ince, 
F.C.S.,  F.L.S.    24mo,  os. 

Pocket  Formulary  and  Synopsis  of  the  British 

and  Foreign  Pharmacopoeias.  By  Henry  Beaslky.  Eleventh 
Edition.   18mo,  6s.  6d. 

By  the  same  Author. 

Druggist's  General  Receipt-Book.  Tenth  Edition. 

18mo,  6s.  6d. 

Also. 

Book  of  Prescriptions  :  containing  upwards  of 

3.U00  Prescriptions  collected  from  the  Practice  of  the  most  eminent 
Physicians  and  Surgeons,  English  and  Foreign.  Seventh  Bdition, 
18mo,  66.  6d. 

A  Companion  to  the  British  Pharmacopoeia. 

By  Peter  Squire,  Kevised  by  his  Sons,  P.  W.  and  A.  H.  SijuiRK. 
Sixteenth  Edition.   8vo,  12s.  6d. 

By  the  same  Authors. 

The  Pharmacopoeias  of  the  London  Hospitals, 

arranged  in  Groups  for  Easy  Ileferenco  and  Comparison.  Sixth 
Bdition.    18mo,  6s. 
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The  National  Dispensatory :    Containing  the 

Natural  History,  Chemistry,  Pharmacy,  Actions  and  Uses  of  Medi- 
cines, etc.  By  Alfred  Stille,  M.D.,  LL.D.,  John  M.  Maisch, 
Phar.D.,  Chas.  Caspari,  jun.,  Ph.G.,  and  Henry  C.  C.  Maisch, 
Ph.G.,  Ph.D.    Fifth  Edition,  with  320  Engravings.    Imp.  8vo,  363 

Royle's    Manual     of    Materia    Medica  and 

Therapeutics.  Si.xth  Edition,  including  additions  and  alterations 
in  the  B.P.  1885.  By  John  Harley,  M.D.,  Physician  to  St.  Thomas's 
Hospital.   Crowu  8vo,  with  139  Engravings,  15s. 

The  Prescriber's  Pharmacopoeia :  the  Medi- 

cinesarrauged  in  Classes  according  to  their  Action,  with  their  Composi- 
tion and  Doses.  By  Nestor  J.  C.  Tirard,  M.D.,  F.K.C.P.,  Pro- 
fessor of  Materia  Medica  and  Therapeutics  in  King's  College,  London. 
Sixth  Edition.   32mo,  bound  in  leather,  3a. 

Recent    Materia    Medica.     Notes    on  their 

Origin  and  Therapeutics.  By  P.  Harwood  Lescheh,  F.C.S.,  Pereira 
Medallist.    Fourth  Edition.    8vo,  2s.  6d. 

Year-Book  of  Pharmacy:  containing  the  Trans- 
actions of  the  British  Pharmaceutical  Conference.  Annually.  8vo,  10s. 

Manual  of  Botany.    Vol.   i.    Anatomy  and 

Morphologj'.  By  J.  Keynolds  Green,  Sc.D.,  M.A.,  F.K.S.,  Professor 
of  Botany  to  the  Pharmaceutical  Society.  Crown  8vo,  with  778 
Engravings.    7s.  6d. 

The  Student's  Guide  to  Systematic  Botany, 

including  the  Classification  of  Plants  and  Descriptive  BotJiny.  By 
Robert  Bentley,  late  Emeritus  Professor  of  Botany  in  King's 
College  and  to  the  Pharmaceutical  Society.  Fcap.  8vo,  with  350 
Engravings,  36.  6d. 

Medicinal    Plants  :    being   Descriptions  with 

original  figures,  of  the  Principal  Plants  employed  in  Medicine,  and 
an  account  of  their  Properties  and  Uses.  By  Prof.  Bentley  and  Dr. 
H.  Trimen,  F.K.S.  In  i  vols.,  large  8vo,  with  306  Coloured  Plates, 
bound  in  Half  Morocco,  Gilt  Edges,  £11  lis. 

Practical     Therapeutics  :     a     Manual.  By 

Edward  J.  Waring,  C.I.E.,  M.D.,  F.ll.C.P.,  and   Dudley  W. 
Buxton,  M.D.,  B.S.  Lond.    Fourth  Edition.    Crown  8vo,  14s. 
By  the  same  Author. 

Bazaar   Medicines    of   India,   and  Common 

Medical  Plants.  With  Full  Index  of  Diseases,  indicating  their  Treat- 
ment by  these  and  other  jVgents  procurable  throughout  India,  etc. 
Fourth  Edition.    Fciip.  8v(),  .'is. 
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Climate  and  Fevers  of  India,  with  a  Series 

ot    Casos   (Ci-oonian    Lectures,    18.S2).     By    Sir   Joskph  Kayreh, 
K.C.S.I.,  M.D.    8vo,  witli  17  Temperature  Cliiirts,  I2s. 
By  the  same  Author. 

The   Natural    History    and  Epidemiology  or 

Cholera:  being  the  Aiinuiil  Oration  ot  the  Medical  Society  of  London, 
1888.    8vo,  3s.  6d. 

A  Manual  of  Family  Medicine  and  Hygiene 

for  India.  Published  under  the  Authoi-ity  ot  the  Government  of 
India.  By  Sir  William  J.  Mookk,  K.U.I.E.,  M.D.,  late  Surgeon- 
General  with  the  Government  of  Bombay.  Sixth  Edition.  Post  8vo, 
with  71  Engravings,  12s. 

By  the  same  Author. 

A  Manual  of  the  Diseases  of  India  :  with  a 

Compendium  of  Diseases  generally.    Second  Edition.    Post  8vo, 

10s.  ., 

Also. 

The  Constitutional  Requirements  for  Tropical 

Climates,  etc.    Crown  8vo,  4s. 

The  Prevention  of  Disease  in  Tropical  and 

Sub-Tropical  CamiMigns.  (Parkes  Memorial  Prize  for  1SS6.)  By 
Andrisw  Duncan,  M.D.,  B.S.  Loud.,  F.R.C.S.,  Surgeon,  Bengal 
Army.    8vo,  12s.  6d. 

A  Commentary  on  the  Diseases  of  India.  By 

Norman  Chevers,  CLE.,  M.D.,  F.ll.C.S.,  Deputy  Surgeon-General 
H.M.  Indian  Army.    8vo,  21s. 

Hooper's  Physicians'  Vade-Mecum  :  a  Manual 

of  the  Principles  and  Practice  of  Physic.  Tenth  Edition.  By  W.  A. 
Guy,  F.K.C.P.,  F.li.S.,  and  J.  Harlev,  M.D.,  F.Ii.C.P.  Vvith  118 
Engravings.    Fcai^.  8vo,  12s.  6d. 

The    Principles    and    Practice   of  Medicine. 

(Text-book.)  By  the  late  C.  Hilton  Fagge,  M.D.,  and  P.  H. 
Pye-Smith,  M.D.,  F.ll.S.,  F.K.C.P.,  Pliysician  to,  and  Lecturer  on 
Medicine  at,  Guy's  Hospital.  Tliird  Eilition.  2  vols.  Svo,  cloth, -lOs. ; 
Half  Leather,  46s. 

Manual   of   the    Practice   of  Medicine.  By 

Fredekick  Taylor,  M.D.,  F.U.C.P.,  Physician  to,  and  Lecturer 
on  Medicine  at,  Guy's  Hospital.  Third  Edition.  Cr.  8vo,  with 
Engravings,  l!is. 


11,  NHW  BURLINGTON  STREET. 

10 


Sf  A.  C/nirchi/i's  Recent  Works. 


A    Dictionary    of    Practical    Medicine.  By 

various  writers.  Edited  by  JaS.  Kingston  Fowler,  M.A.,  M.D., 
P.R.C.P.,  Physician  to  Middlesex  Hospital  and  the  Hospital  for  Con- 
sumption.   .Svo,  cloth,  31s. ;  half  calf,  2.5s. 

The  Practice  of  Medicine.    (Student's  Guide 

Series.)  By  M.  Charteuis,  M.D.,  Professor  of  Tlierapeutics  and 
Materia  Medica  in  the  University  of  Glasgow.  Seventh  Edition. 
Fcap.  Svo,  with  Eni;ravin<;s  on  Copper  and  Wood,  10s. 

How  to   Examine    the    Chest:    a  Practical 

Guide  for  the  use  of  Students.  By  SA.\ruEL  West,  M.D.,  F.R.C.P. 
Assistant  Physician  to  St.  Bartholomew's  Hospital.  Second  Brlition. 
With  Engravings.    Fcap.  .Svo,  .5s. 

The   Bronchi  and  Pulmonary  Blood-vessels  : 

their  Anatomy  and  Nomenclature.  By  Sir  William  Ewart,  Knt., 
M  D.,  F.Il.C.P.,  Physician  to  St.  George's  Hospital.  4to,  with  20 
Illustrations,  21s. 

An  Atlas  of  the  Pathological  Anatomy  of  the 

Lungs.  By  the  late  Wilson  Fo.x,  M.D.,  F.li.S.,  F.lt.C.P., 
Physician  to  H.M.  the  Queen.  With  '1.5  Plates  (mostly  Coloured)  and 
Engravings.   4to,  half-bound  in  Calf,  70s. 

By  the  same  Author. 

A   Treatise  on   Diseases   of  the  Lungs  and 

Pleura.  Edited  by  Sidney  Coupland,  M.D.,  F.ILC.P.,  Physician  to 
Middlesex  Hospital.  Roy.  Svo,  with  Engravings;  also  Portrait  and 
Memoir  of  the  Author,  .'jlis. 

The  Student's  Guide  to  Diseases  of  the  Chest. 

By  Vincent  D.  Harris,  M.D.  Lond.,  F.R.C.P.,  Physician  to  the  City 
of  London  Hospital  for  Diseases  of  the  Chest,  Victoria  Park.  Fcap. 
Svo,  with  .5.5  Hlustratlons  (some  Coloured),  7s.  6d. 

The    Schott    Methods   of  the    Treatment  of 

Chronic  Diseases  of  the  Heart,  with  an  account  of  the  Nauheim  Baths, 
and  of  the  TherapinLtle  Exercises.  By  W.  Bjizl.v  T/iohxe,  M.D., 
M.R.C.P.    Svo,  wilh  lllu.stral ions,  .5s. 

Guy's  Hospital  Reports.    By  the  Medical  and 

Surgical  Staff.    \  <>l.  XXX.'V'.    Tliird  Series.    8\ o,  10s.  lid. 

St.  Thomas's  Hospital  Reports.  By  the  Medical 

and  Surgical  .staff.    A'ol.  XXII.    New  Series.    Svo,  bs.  lid. 

Westminster  Hospital  Reports.  By  the  Medical 

and  Surgical  staff.    Vol.  IX.    Svo,  (is. 
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Diseases  of  the  Nervous  System.  Lectures 

delivered  at  Guy's  Hospital.  By  SamuI'X  Wilks,  M.D.,  F.li.S 
Second  Edition.   8vo,  18s. 

Handbook   of  the  Diseases  of  the  Nervous 

System.  By  James  Koss,  M.D.,  F.R.C.P.,  late  Professor  of  Medicine 
in  the  Victoria  University,  and  Physician  to  the  Royal  Infirmary, 
Manchester.    Roy.  8vo,  with  184  Engravings,  18s. 

By  the  same  Author. 

Aphasia  :  being  a  Contribution  to  the  Subject 

of  the  Dissolution  of  Speech  from  Cerebral  Disease.  8vo,  with  En- 
gravings, is.  6d. 

Stammering  :    its    Causes,    Treatment,  and 

Cure,   By  A.  G.  Bernard,  M.R.C.S.,  L.R.C.P.    Crown  8vo,  2s. 

Secondary  Degenerations  of  the  Spinal  Cord 

(Gulstonian  Lectures,  1889).  By  Howard  H.  Tooxn,  M.D.,  F.R.C.P., 
Assistant  Physician  to  the  National  Hospital  for  the  Paralysed  and 
Epileptic.   With  Plates  and  Engravings.    8vo,  3s.  Ud. 

Diseases  of  the  Nervous   System.  Clinical 

Lectures.  By  Thoma.s  Buzzard,  M.D.,  F.R.C.P.,  Physician  to  the 
National  Hospital  for  the  Paralysed  and  Epileptic.  With  Engravings. 
8vo,  l.'is. 

By  the  same  Author. 

Some   Forms  of  Paralysis   from  Peripheral 

Neuritis  ;  ot  Gouty,  Alcoholic,  Diphtheritic,  and  other  origin.  Crown 
8vo,  5s. 

Also. 

On  the    Simulation  of  Hysteria   by  Organic 

Disease  of  the  Nervous  System.    Crown  8vo,  4s.  6d. 

Gout  in  its  Clinical  Aspects.    By  J.  Mortimer 

Ghanvili^e,  M.D.    Ci'own  Svo,  Gs. 

Diseases   of  the   Liver :    with   and  without 

Jaundice.  By  George  Hari.ey,  M.D.,  F.R.C.P.,  F.R.S.  8vo,  willi  2 
Plates  and  36  Engravings,  2l8. 

Rheumatic  Diseases  (Differentiation  in).  By 

Hugh  Lane,  Surgeon  to  the  Royal  Mincr.il  Water  Hospital,  Bath, 
and  Hon.  Medical  Oiliccr  to  the  Royal  United  Hospital,  Bath.  Second 
Edition,  much  Enlarged,  with  8  Plates.    Crown  Svo,  3s.  (M. 
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Diseases  of  the  Abdomen,  comprising  those 

of  the  Stiimaoh  anil  otlier  parts  of  tlie  Alimcutai-y  Canal,  ffisopliai,'iis, 
Caicum,  Intestines,  and  Peritoneum.  By  S.  0.  IIabkushon,  M.D., 
F.K.C.P.    Fourth  E.lition.    Svo,  with  5  Plates,  21s. 

On  the   Relief  of  Excessive   and  Dangerous 

Tympanites  by  Puncture  of  the  Abdomen.  By  John  W.  Ogle, 
M.A.,  M.D.,  P.K.C.P.,  Consulting  Physician  to  St.  George's  Hospital. 
Svo,  .^s.  tid. 

Headaches  :  their  Nature,  Causes,  and  Treat- 
ment. By  W.  II.  Day,  M.D.,  Pliysieian  to  the  Samaritan  Hospital. 
Fourth  Edition.    Crown  Svo,  with  Eiii;ravinf;s,  7s.  6d. 

Health  Resorts   at    Home    and  Abroad.  By 

M.  CnAiiTiiRis,  M.D.,  Professor  of  Therapeutics  and  Materia  Med ica 
in  Glasgow  Uuiveraity.  Secoud  Edition.  Crown  8vo,  with  Map, 
53.  ijrl 

The    Mineral    Waters   of    France,    and  its 

Wintering  stations  (Medical  Guide  to).  With  a  Special  Map.  By  A. 
ViXTRA.s,  M.D.,  Physician  to  the  French  Euilmssy,  and  to  the  French 
Hospital,  London.    Second  Edition.    Crown  Svo,  8s. 

Health  Resorts  of  the  Canary  Islands  in  their 

Climatological  and  Medical  Aspects.  By  J.  Cleasby  Taylok,  M.D., 
M.R.C.S.    Svo,  lis.  ijd. 

Homburg-Spa  :  an  Introduction  to  its  Waters 

and  their  use.  By  Dr.  Akkold  Schetelio.  Crown  Svo,  with  Sy- 
noptical Table,  23.  (id. 

Surgery:  its  Theory  and  Practice.    By  William 

J.  Walssam,  F.K.C.S.,  Senior  Assistant  Surgeon  to,  and  Lecturer 
on  Anatomy  at,  St.  Bartliolomew  s  Hospital.  Fifth  Edition.  Crown 
Svo,  witli  .'iSO  Engravings,  12s.  (id. 

Surgical    Emergencies  :    together    with  the 

Emergencies  attenilant  on  Parturition  and  the  Ti-eatmcnt  of  Poison- 
ing. Bi"  W.  Paul  SvvAiy,  F.U.C.S.,  Surgeon  to  the  South  Devon 
and  East  Cornwall  Hospital.  Fourth  Edition.  Clown  Svo,  with  120 
Engravings,  .'is. 

Illustrated  Ambulance  Lectures  :  to  which  is 

adiled  a  NuRSi.vfi  LKtrrUHE  in  accordniii-c  wil  li  tlir  Kegulal  ions  of  the 
St.  Jolin's  Aniliidance  Association  for  Mali;  and  Female  Classes.  By 
JoHX  M.  H.  Martin,  M.IJ.,  F.K.C.S.,  Honorary  Surgeon  to  the 
Blackbnrn  Infirmary.  iMiurtli  Eilition.  Crown  Svo,  with  tiO  En- 
gravings, 2s. 
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Clubfoot :  its  Causes,  Pathology,  and  Treat- 
ment. By  Wm.  Adams,  P.K.C.S.,  Consulting  Surgeon  to  the  Great 
Northern  and  other  Hospitals.  Second  Edition.  8vo,  with  106 
Engravings  and  6  Litliographic  Plates,  Lis. 

By  the  same  Author, 

Lateral  and  other  Forms  of  Curvature  of  the 

Spine  :  their  Pathology  and  Treatment.  Second  Edition.  8vo,  with 
5  Lithographic  Plates  and  72  Wood  Engravings,  10b.  6d. 

Also. 

Contraction    of    the    Fingers  (Dupuytren's 

and  Congenital  Contractions) :  their  Treatment  by  Subcutaneous 
Divisions  of  the  Fascia,  and  Immediate  Extension.  Also  on  Hammer 
Toe  ;  its  Curability  l)y  Subcutaneous  Division.  And  on  The  Oblitera- 
tion of  Depressed  Cicatrices  by  a  Subcutaneous  Operation.  8vo,  with 
8  Plates  and  31  Engravings,  6s.  6d. 

Short  Manual  of  Orthopaedy.     By  Heather 

Bigg,  P.R. C.S.Ed.,  Part  I.  Deformities  and  Deficiencies  of  the 
Head  and  Neck.   8vo,  2s.  6d. 

Face    and   Foot  Deformities.     By  Frederick 

Churchill,  CM.   8vo,  with  Plates  and  Illustrations,  10s.  6d. 

Royal  London  Ophthalmic  Hospital  Reports. 

By  the  Medical  and  Surgical  Staff.   Vol.  XIII.,  Part  -1.  8vo,  5s. 

Ophthalmological  Society  of  the  United  King- 
dom.  Transactions.   Vol.  XIV.   8vo,  12s.  6d. 

The  Diseases  of  the  Eye.    (Student's  Guide 

Series.)  By  Edward  Nettleship,  F.ll.C.S.,  Ophthalmic  Surgeon 
to  St.  Thomas's  Hospital.  Fifth  Edition.  Fcap.  Svo,  with  161 
Engravings  and  a  Coloured  Plate  illustrating  Colour-Blindness. 
7s.  6d. 

Diseases    and    Refraction    of  the  Eye.  By 

N.  C.  Macnamara,  F.R.C.S.,  Surgeon  to  Westminster  Hospital,  and 
GuSTAVUS  Hartridge,  F.R.C.S.,  Surgeon  to  the  Royal  Westminster 
Ophthalmic  Hospital.  Fifth  Edition.  Crown  Svo,  with  Plate,  1.^)6 
Engravings,  also  Test-types,  lOs.  6d. 

On  Diseases  and  Injuries  of  the  Eye:  a  Course 

of  Systematic  and  Clinical  Lectures  to  Students  and  Misiieal 
Practitioners.  By  J.  R.  Wolfk,  M.D.,  P.R.C.S.R.  With  10  Coloure.l 
Plates  and  l.'>7  Wood  Engravings.   Svo,  21s. 
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Normal    and   Pathological   Histology  of  the 

Human  Eye  and  Eyelids.  By  C.  FiiiSD.  Pollock,  M.D.,  F.K.C.S., 
and  F.IJ.S.E.,  Snri^eon  for  Diseases  of  the  Eye  to  Anderson's  College 
Dispens.u-y,  Glasgow.    Crown  Svo,  with  100  Plates  (2.'i0  dra'nings),  15s. 

Diseases  of  the  Eye  :  a  Handbook  of  Ophthal- 
mic Practice  for  Students  and  Practitioners.  By  G.  E.  Dii  SomTEiNiTZ, 
M.D.,  Professor  of  Diseases  of  the  Eye  in  the  Philadelphia  Polyclinic. 
With  21(5  Illu3tr.il ions,  and  2  Chromo-Lithographic  Plates.    Svo,  18s. 

Atlas   of  Ophthalmoscopy.     Composed  of  12 

Chromo-lithographic  Plates  (.lO  Figures  drawn  from  nature)  and 
E.xplanatory  Te.xt.  By  Eicharo  Likbreich,  M.ll.C'.S.  Translated  by 
H.  RosBOHOUGU  SwANZY,  M.B.    Third  Edition,  4to,  lOs. 

Refraction  of  the  Eye  :  a  Manual  for  Students. 

By  GusTAVUs  Hartridge,  F.K.C.S.,  Surgeon  to  the  Itoyal  West- 
minster Ophthalmic  Hospital.  Sevei\th  Edition.  Crown  Svo,  with 
98  Illustrations,  also  Test,-t.ype.s,  etc..  Us. 

By  the  same  Author. 

The  Ophthalmoscope  :  a  Manual  for  Students. 

Second  Edition.    Crown  8\  o,  wit  h  l>7  Illustrations  .-nid  1  Plates,  Is.  lid. 

Glaucoma  :  its  Pathology  and  Treatment.  By 

Priestley  Smith,  Ophthalmic  Surgeon  to  the  Qiu'en's  Hospital, 
Birmingham.  Svo,  with  01  Engravings  and  12  Zinco-photograplis. 
7s.  6d. 

Hints  on  Ophthalmic   Out-Patient  Practice. 

By  Charle.s  Higgens,  Ophtlialmic  Surgeon  to  Guy's  Hospital. 
Third  Edition.    Feap.  Svo,  .'is. 

Methods     of    Operating    for    Cataract  and 

Secondary  Impairments  of  Vision,  with  the  results  of  500  cases. 
By  G.  H.  Fink,  Surgeon -Captain  in  H.M.  Indian  Medical  Service. 
Crown  Svo,  with  1-t  Engra\"ings,  .is. 

Diseases  of  the  Eye  :  a  Practical  Handbook 

for  General  Practitioners  and  Students.  By  Cecil  EmVAHD  Shaw, 
M.n.,  M.C'li.,  Ophthalmic  Surgeon  to  tlie  Ulster  Hos|iital  for  Children 
and  WomiTi,  B('lfast.  With  a  Test-Card  for  Colour-Blindness.  Crown 
S\  o,  lis.  lid. 

Eyestrain  (commonly  called  Asthenopia).  By 

Ek.ve.st  Clakke,  M.D.,  B.S.  Lond.,  Surgecm  to  the  Central  London 
Ophthalmic  Hospital,  Surgeon  and  Ophthahnic  Surgeon  to  the 
Miller  Hospital.    Svo,  with  22  Illustrations,  os. 
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Diseases  and   Injuries  of  the  Ear.     By  Sir 

William  B.  Dalby,  P.H.C.S.,  M.B.,  ConsuItinK  Aural  Surgeon  to 
St.  George's  Hospital.  Fourth  Edition.  Crown  Svo,  with  8  Coloured 
Plates  and  38  Wood  Engravings.   10s.  6d. 

By  the  same  Author. 

Short  Contributions  to  Aural  Surgery,  between 

1875  and  1839.    Second  Edition.    8vo,  with  Engravings,  3b.  6d. 

D  iseases  of  the  Ear,  including  the  Anatomy 

and  Physiology  of  the  Organ,  together  with  the  Treatment  of  the 
Affections  of  the  Nose  and  Pharynx,  which  conduce  to  Aural  Disease 
(a  Treatise).  By  T.  Mahk  Hovell,  F.R.C.S.E.,  M.R.C.S.  ;  Aural 
Surgeon  to  the  London  Hospital,  and  Lecturer  on  Diseases  of  the 
Throat  in  the  College,  etc.    8vo,  with  122  Engravings,  18s. 

A  System  of  Dental  Surgery.    By  Sir  John 

Tomes,  F.E.S.,  and  C.  S.  Tome.s,  M.A.,  F.R.S.  Third  Edition.  Crown 
8vo,  with  292  Engravings,  153. 

Dental  Anatomy,  Human  and  Comparative : 

A  Manual.  By  Charles  S.  Tomes,  M.A.,  F.K.S.  Fourth  Edition. 
Crown  8vo,  with  2.35  Engravings,  12s.  (5d. 

A    Manual    of   Nitrous    Oxide  Anaesthesia. 

By  J.  Fhedekick  W.  Silk,  M.D.  Lond.,  M.R.C.S.,  Assistant 
Ansesthetist  to  Guy's  Hospital,  Anesthetist  to  the  Dental  School  of 
Guy's  Hospital,  and  to  the  Royal  Free  Hospital.  8vo,  with  26  En- 
gravings, 5s. 

Notes    on    Dental    Practice.      By  Henry  C. 

QuiNBY,  L.D.S.I.,  late  President  of  the  British  Dental  Association. 
Second  Edition.    8vo,  with  92  Illustrations,  8s. 

Elements    of   Dental    Materia    Medica  and 

Therapeutics,  with  Pharinacopocia.  By  Jamks  Stockex, 
L.D.S.,  R.C.S.,  Pereira  Prizeman  for  Materia  Medica,  and  Thomas 
Gaddes,  L.D.S.  Eng.  and  Edin.   Third  Edition.   Fcap.  Svo,  7s.  6d. 

Practical  Treatise  on  Mechanical  Dentistry. 

By  Joseph  Richardson,  M.D.,  D.D.S.  Sixth  Edition,  revised  and 
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Chicago.  Secoud  Edition.  8vo,  with  2  Coloured  Plates  and  96  En- 
gravings, 20s. 

Sarcoma    and   Carcinoma  :   their  Pathology, 

Diagnosis,  and  Treatment.    By  Henry  T.  Butlin,  F.R.C.S.,  Assistant 
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M.D.,  B.Sc,  F.R.C.S.  Bdin.    Royal  Svo,  16s. 

A    German- English    Dictionary    of  Medical 

Terms.  By  Frederick  Treves,  F.R.C.S.,  Surgeon  to  the  London 
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Goldsmiths'  Institute,  New  Cross.  Svo,  with  281  Engravings,  18s.  6d. 
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cises in  Practicjil  Chemistry.  Sixth  Edition,  by  Arthur  Q.  Bloxam. 
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Plates  and  800  Wood  Engravings.    8vo,  2ljs.    Half  Calf,  306. 

The  Microtomist's  Vade-Mecum  :  a  Handbook 
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